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ABSTRACT  
 
Pregnancy is usually a time of celebration and excitement. It can also be a time of 
increased emotional and social vulnerability, as women enter a state of personal 
transition. Women with pre-existing physical or psychosocial needs enter motherhood 
with additional challenges. Poor perinatal mental health, for example anxiety and 
depression, stressful life events and poor social health, are associated with adverse 
outcomes for women, their children and their families. Pregnancy, birth and the 
postnatal period can therefore be marred by the experience of mental ill-health.  
Women experiencing complex health and social needs during the perinatal period 
(conception until 12 months post birth) benefit from early identification, integrated care 
pathways and comprehensive management plans to improve their emotional 
wellbeing and prevent mental health problems. Psychosocial assessment and 
depression screening has been incorporated into policy in New South Wales (NSW), 
Australia to assist health professionals to identify and refer women at risk of poor 
perinatal mental health outcomes to specialised or secondary services. Perinatal and 
infant mental health (PIMH) services are an emerging specialty area in mental health 
care in Australia. 
This convergent, embedded, mixed methods study aims to explore and describe two 
specialist PIMH services in NSW. The research questions in this study address: 1. 
the characteristics and risk factors of women referred to a specialist PIMH service, 2. 
the engagement practices of PIMH clinicians, 3. the therapeutic interventions that 
PIMH clinicians use, 4. collaboration between PIMH clinicians and other service 
providers, and 5. women's experiences of engaging with a PIMH service. Data were 
collected by reviewing 244 medical records of women who had been referred to the 
two PIMH services, transcribing textual illustrations from the medical records, and by 
interviewing six PIMH clinicians, two PIMH managers, five key stakeholders (four 
midwives and one social worker) and 11 women service-users. The quantitative data 
were analysed using SPSS (Statistical Package for the Social Sciences). The 
qualitative data were analysed in two phases: directed content analysis of all 
qualitative data and then thematic analyses of the interview data. Integration occurred 
during the design, data analyses, interpretation and reporting phases of the study. In 
mixed methods research designs, both the quantitative and qualitative data are 
synthesised or integrated to report the findings or inferences of a study. 
ABSTRACT 
 
xviii 
The women referred to the PIMH services have multiple and complex needs, 
indicating that the referral processes and referrals are appropriate. The PIMH 
clinicians focus on the infant and the mother-infant relationship, and are woman-led 
to enhance engagement. Clinicians underpin the therapeutic interventions they use 
with Attachment Theory by modelling a secure-base for women to emulate for their 
infants. There is a disconnection between the PIMH clinicians' and the key 
stakeholders' perspectives pertaining to collaboration, PIMH clinicians require support 
to work in more collaborative ways. Women service-users value their time with the 
PIMH service, however discharge practices leave some women feeling abandoned. 
Clinicians enjoy working with women who have been referred to the PIMH service, 
however they require ongoing support from colleagues and managers to negotiate an 
emotionally challenging environment and remain effective clinicians. In addition, the 
review of medical records revealed a lack of documentation about the attachment 
focus of the PIMH clinicians. Without clear documentation an important component of 
the clinicians' work remains invisible.  
The meta-inferences from this study progress from Attachment Theory to a Theory of 
Attachment Based Exploratory Interest Sharing (TABEIS). In this thesis TABEIS is 
presented as a model for PIMH clinicians to conceptualise their work with women who 
have been referred to their service but also as a way of relating to and understanding 
the actions of their colleagues, engaging with other professionals and working with 
them in more collaborative ways. The importance of knowledge translation and 
implications for clinical practice are also discussed. 
The importance of the perinatal period for the health and wellbeing of future 
generations has growing international recognition. The inferences and meta-
inferences of this study add to the extant literature to promote the further development 
of policy, education and clinical practice for professionals who work with women and 
their infants at risk of poor perinatal mental health outcomes.
CHAPTER 1: INTRODUCTION 
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CHAPTER 1: INTRODUCTION 
1.1 Introduction 
Pregnancy is usually a time of celebration and excitement. It is also a time of 
increased emotional and social vulnerability, as a woman enters a state of identity 
transition (Grant et al. 2012; Price & Cohen-Filipic 2013). Being a new mother can 
present unexpected challenges for many women. Women with pre-existing physical 
or psychosocial needs, however, enter motherhood with additional challenges 
(Blegen, Hummelvoll & Severinsson 2012; Grant et al. 2012; Price & Cohen-Filipic 
2013). Mental health problems experienced during the perinatal period, conception to 
12 months post birth (Austin, Priest & Sullivan 2008), for example anxiety and 
depression, difficult life events and poor social health, are related to adverse 
outcomes for women (Yelland, Sutherland & Brown 2010), their children (Huntsman 
2008) and their families (Edge, Baker & Rogers 2004; Meltzer-Brody 2011; Sampson, 
Zayas & Seifert 2013). Pregnancy, birth and the postnatal period can therefore be 
marred by the experience of mental ill-health (Wilkinson & Mulcahy 2010). 
Women's wellbeing in the perinatal period is inextricably linked to their infant's 
wellbeing (Glover & O’Connor 2006). For example, a warm and happy home life, 
supported by nurturing caregivers provides an optimal opportunity for infant 
development and growth. Whereas, poor childhood experiences, which expose the 
infant to stress and raised cortisol levels, increases the risk for long term adverse 
outcomes, such as mental health problems (Robinson et al. 2008; Silburn et al. 1996).  
Women with complex health and social needs benefit from integrated care pathways, 
early identification and intervention programs and comprehensive management plans 
to improve their emotional wellbeing and to prevent mental health problems 
(beyondblue 2008; Dennis 2005; Frayne et al. 2009). As many women engage with 
the health care system when they become pregnant, the antenatal period is an ideal 
time to implement public health policy (Lewis et al. 2014). Therefore, services that aim 
to identify and support women with physical, mental and social health needs are 
required (Fenwick et al. 2013). 
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Routine psychosocial assessment and depression screening during pregnancy and 
after birth has been incorporated into policy in New South Wales (NSW), Australia to 
assist health professionals identify and refer women who are at risk of poor perinatal 
mental health outcomes, to specialised or secondary services (NSW Department of 
Health [DoH] 2009). Perinatal and infant mental health (PIMH) services are an 
expanding specialty area in mental health in Australia. These prevention and early 
intervention services provide case management and therapeutic interventions to 
women and their infants who are at risk of poor perinatal mental health outcomes 
(NSW DoH 2009).  
The study reported in this thesis uses a convergent, embedded, mixed methods 
research design to explore and describe two specialist PIMH services in NSW, 
Australia. Theoretical pragmatism guides the design of this study as it can encompass 
both qualitative and quantitative methods of data collection and analysis (Biesta 2010; 
Creswell & Plano Clark 2011). 
1.2 Perinatal mental health 
Mental health disorders are the principal cause of maternal morbidity and mortality in 
both Australia and the United Kingdom (UK) (Hayes 2010), and are the primary cause 
of maternal morbidity in the United States of America (USA) (Robertson et al. 2004). 
An Australian cross sectional survey of over 40,000 women in the perinatal period has 
found that a point prevalence rate of 7.8% of women in the general population have 
a high risk of being depressed and 15.7% have postnatal distress (beyondblue 2008). 
Other longitudinal studies have found that between 10% and 20% of women report 
depressive symptoms or have a diagnosis of depression at some stage in the first 
year after birth (Schmied et al. 2013). A study conducted in an area of known 
disadvantage, found that 29% of postnatal women met the criteria of depression, 
anxiety or stress (Aslam, Kemp & Harris 2006). Schmied and colleagues (2013) report 
anxiety at a point prevalence of 8% to 10% for women during pregnancy and six 
months post birth. Many women also enter the perinatal period experiencing 
significant stress. A large population-based survey has found that at least one 
stressful life event or social health issue is experienced by two-thirds of women 
preceding birth (Yelland & Brown 2014) and that 18% of the women experience three 
or more significant issues associated with social adversity (Brown et al. 2011; Yelland 
& Brown 2014).  Despite this growing trend, depression, anxiety and stress during the 
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perinatal period are frequently undetected and therefore untreated (Glover 2014; 
Schmied et al. 2013).   
There are known risk factors for poor perinatal mental health outcomes (Buist & 
Bilszta 2005). These include: idealistic expectations of motherhood, unsupportive 
partner and family (Knudson-Martin & Silverstein 2009), a history of depression 
(Lancaster et al. 2010), life stress, lack of social support, intimate partner violence 
(IPV) (Austin et al. 2005; Schmied et al. 2013) and substance misuse (Ross & Dennis 
2009). Risk factors are cumulative, that is, the greater the amount of risk, the greater 
the risk of morbidity. This cumulative effect is especially relevant with regard to 
psychosocial stressors, as they may not be ameliorated by psychological or 
pharmacological therapies (Yelland et al. 2010). Importantly, women with bipolar 
affective disorder and those with a history of a major depressive disorder are at an 
increased risk of relapse during the perinatal period (Meltzer-Brody & Stuebe 2014; 
Munk-Olsen et al. 2006). Women with a past history of mental ill-health are also more 
likely to experience an induction of labour or assisted birth, resulting in the infant being 
admitted into a special care nursery (Frayne et al. 2014), which links perinatal mental 
ill-heath with birth complications (Meltzer-Brody & Stuebe 2014). Women with a past 
history of mental ill-health are also more likely to perceive the birth as being traumatic 
(Boorman et al. 2014) with possible subsequent post-traumatic stress disorder 
(O'Donovan et al. 2014). Reduced initiation and duration of breastfeeding are also 
negative consequences of perinatal mental ill-health (Meltzer-Brody & Stuebe 2014). 
Maternal social and emotional distress in the perinatal period can also have negative 
consequences for the infant and beyond (Glover & O’Connor 2006). These include, 
but are not limited to: prematurity and low birth weight (Brown et al. 2011; Class et al. 
2013; Nkansah-Amankra et al. 2010; Zhu et al. 2010), a higher blood cortisol level at 
birth, which can be maintained for many years (Hay & Kumar 1995; O'Connor et al. 
2005), deficits in neurological development (O'Donnell, O'Connor & Glover 2009), 
decreased immune function with concomitant allergic reactions (Veru et al. 2014), 
impairments in language functioning, physical and psychological development, 
emotional and behavioural problems (Mrazek & Haggerty 1994; Murray, Cooper & 
Hipwell 2003), and an increased risk of depression in adulthood (Pearson et al. 2013). 
An infant's risk increases if both parents experience mental health problems (Mrazek 
& Haggerty 1994). Therefore, families where parental functioning is compromised can 
directly affect infant wellbeing, resulting in long-term negative trajectories (Hauck et 
al. 2013).  
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The long-term consequences of the early caregiving environment have also been 
reported in the literature on epigenetics. Epigenetics refers to environmental 
influences that alter an individual's phenotype, the expressed characteristics of an 
individual's genetic code (Letourneau et al. 2014). Research has identified that the 
early caregiving environment may have a direct impact on an individual's phenotype 
with resultant positive or negative outcomes (Letourneau et al. 2014). As the mother 
is usually the primary caregiver of infants, the developing mother-infant relationship 
is of particular concern. These implications, therefore, should be a strong motivation 
for governments to support early intervention and prevention programs which aim to 
improve maternal, infant and child health (Brown et al. 2011).  
1.3 Policy and service context in NSW 
In response to the growing evidence to support perinatal wellbeing, mental health care 
in the form of routine psychosocial assessment and depression screening has been 
incorporated into mainstream maternity and child health services in NSW over the 
past decade (Austin, Reilly & Sullivan 2012). More recently, the NSW Supporting 
Families Early (SFE) Policy (NSW DoH 2009) was developed. The SFE policy is a 
broad framework for primary health care providers who work with mothers and 
infants/children. It incorporates a specific mental health component known as SAFE 
START (NSW DoH 2009).  
The SFE policy outlines a model of perinatal care consisting of routine psychosocial 
assessment and depression screening with routine care in the early antenatal and 
postnatal periods. The psychosocial assessment is divided into three levels of risk: 
Level 1 – no vulnerabilities detected; Level 2 – predominantly social concerns such 
as relationship issues, financial stress, poor support networks; and Level 3 – complex 
risk factors such as maternal substance misuse or maternal mental illness. Women 
identified with multiple Level 2 or any Level 3 risk factors are referred to a 
multidisciplinary case review meeting where referral to more specialised services, for 
example, drug and alcohol, is determined (NSW DoH 2009). The SFE policy aims to 
increase collaboration and integrated care to promote a seamless transition between 
primary services (for example, maternity, child and family health nursing), secondary 
services (for example, family care centres) and tertiary services (for example, drug 
and alcohol), for women and their families (NSW DoH 2009). Some health areas have 
discreet specialist PIMH services. These multidisciplinary teams provide case 
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management and therapeutic models of care for women identified as being at risk for 
poor perinatal mental health outcomes and their families.   
There is debate, however, about the implementation of universal psychosocial 
assessment and depression screening. Some authors argue that assessment and 
screening should not be implemented unless there are ongoing services, referral 
pathways and appropriate interventions to support women and families identified as 
being distressed or at risk (Austin, Kildea & Sullivan 2007; Stenson, Sidenvall & 
Heimer 2005). Others, however, argue that depression screening in the postnatal 
period should be implemented as there are effective treatments (Meltzer-Brody 2011). 
None-the-less, seamless referral pathways require collaboration and integrative care 
between services. While the SFE policy (NSW DoH 2009) documents the importance 
of collaboration it does not, however, describe what this care looks like in practice. 
The complexity of the perinatal period warrants systems and services that are well 
networked. Poor communication and cooperation between services only widens the 
gap between what is needed and what is available to support women and families 
experiencing mental ill-health (Lagan et al. 2009). Women with a history of a serious 
mental illness need a well-planned, coordinated approach to care that involves case 
management and the maintenance of support networks (McCauley, Cross & Kulkarni 
2014). 
The two sites chosen for this study provided broad data from both metropolitan and 
regional areas. Both areas had implemented a multidisciplinary PIMH service at least 
10 years prior to the commencement of this study.  
1.3.1 Interventions that promote positive perinatal mental 
health 
The identification and application of evidence-based practice is the 'gold standard' of 
treatment in health care settings (Rice 2008). However, it is difficult to implement 
randomised control trials in complex environments, especially in mental health 
settings where an individual's experience of, and how they engage with, the world 
around them is integral to mental health care (Rice 2008). Likewise, there is a dearth 
of literature that describes how clinicians can best implement intervention strategies 
in clinical mental health settings (Powell, Proctor & Glass 2014). These issues are 
compounded in PIMH settings, when both the woman and her infant need to be 
considered (Miller 2009). 
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A large systematic review of the literature, prior to 2009, regarding interventions to 
prevent or improve perinatal mental ill-health, was conducted by beyondblue (2011). 
The review provided the background for the development of clinical practice 
guidelines in Australia, for women experiencing mental ill-health in the perinatal 
period. The guidelines recommend the following:  
 Non-directive counselling1 (grade C*), cognitive behavioural therapy2 (CBT) 
(grade B*), interpersonal psychotherapy3 (ITP) (grade C*) and psychodynamic 
therapy4 (grade D*) for women experiencing mild to moderate depression in 
the postnatal period; 
 The use of pharmacological therapy; however pharmacology needs to be 
weighed against the risk of not taking medication and the risk to the unborn 
infant or the infant if the mother is breastfeeding; 
 Women experiencing psychosocial issues need psychosocial support such as 
active listening and psycho-education; 
 Specific mother-infant psychotherapies are recommended if a mother is 
experiencing difficulty interacting with her infant; however a specific 
intervention is not recommended except for a referral to a specialist PIMH 
service (beyondblue 2011).  
A recent review of the literature on psychosocial interventions for perinatal depression 
only (Dennis 2014) has identified that support by a partner or peers, non-directive 
counselling, home visiting conducted by mental health nurses and collaborative 
models of care5 may be beneficial interventions for perinatal depression, especially as 
perinatal depression is linked to a lack of social support (Dennis 2014). Research has 
                                            
1 Non-directive counselling involves active listening, empathy and person-centred discussions 
(beyondblue 2011).  
* Levels of evidence: Grade A - can be relied upon to guide practice, Grade B -  can be relied 
upon to guide practice in most instances, Grade C - provides some support for the intervention 
but care is needed, Grade D - is weak and caution is needed for the intervention's application 
(beyondblue 2011). 
2 CBT aims to correct flawed beliefs and distorted ways of processing information to reduce 
distress and enhance coping mechanisms (Dennis & Hodnett 2009).  
3 ITP is a three phase formulated therapy that involves a diagnostic assessment, manualised 
strategies for the chosen interpersonal area and identification and the prevention of relapse 
(Dennis & Hodnett 2009).  
4 Psychodynamic therapy focuses on an individual’s self-awareness and understanding on 
how the past can influence present behaviour (Dennis & Hodnett 2009). 
 
5 Collaborative models of care involve clear referral pathways for more intensive or specialised 
treatment (Dennis 2014). 
CHAPTER 1: INTRODUCTION 
 
7 
also found that women who experienced a traumatic birth and had a history of mental 
health problems did respond positively to a brief counselling intervention (at birth and 
at six weeks) in regard to their quality of life (Turkstra et al. 2013). It is possible that a 
combination of behaviourally-based and psychodynamic therapy may provide the 
most favourable outcomes for women (Guedeney et al. 2014). 
Most of the studies cited above had small sample sizes and other methodological 
shortcomings; therefore, further research is needed to help identify interventions 
which may assist women to overcome depression, anxiety and psychological distress 
in the perinatal period (beyondblue 2011; Dennis 2014; Dennis & Hodnett 2009). 
Further research also needs to include women service-users to identify women's 
perceptions of the interventions they receive, as well as infant outcomes (Dennis & 
Hodnett 2009).  
Relationship-based interventions 
Maternal perinatal depression, specifically postnatal depression, up to and beyond 
the first 12 months post birth, is often linked to unresolved childhood trauma and loss 
(Guedeney et al. 2014; McMahon et al. 2005). Many women who perceived that they 
did not receive love and care as a child have difficulty in providing the love and care 
their infant needs due to few, if any, positive images of motherhood (Blum 2007). 
Motherhood then becomes an internal conflict (Blum 2007) as the transition to 
parenthood involves relationship changes and reflection on past caregiving 
experiences (Milan et al. 2007). Negative intergenerational experiences are therefore 
linked to perinatal depression and poor parent-child relationships (Grant et al. 2012).  
Research has demonstrated that depressed mothers are more subdued when 
interacting with their infants (Guedeney et al. 2011). Likewise, infants of depressed 
mothers are more passive when interacting with their mother and others (Guedeney 
et al. 2011). Maternal anxiety and depression have been associated with decreased 
parental sensitivity or synchrony, that is, the extent to which the parent can reliably 
understand and react to their infant's cues (Guedeney et al. 2011; Kaplan, Evans & 
Monk 2008). 
The relationship between a mother and her infant, however, evolves during pregnancy 
and is known as maternal-fetal attachment (MFA). Women who experience high levels 
of stress have difficulty focusing on their unborn infant, and therefore their relationship 
with their infant, resulting in lower levels of MFA. Interventions that increase the quality 
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of the mother's feelings towards her unborn infant may promote the development of 
an optimal mother-infant relationship after birth (Maas et al. 2014). 
Attachment-based parent-infant interventions may be helpful as they aim to enhance 
the mother's mood and the impact of postnatal depression on the infant (Guedeney 
et al. 2014). Two types of attachment-based interventions are described in the 
literature: interventions that assist the mother to gain insight into her internal working 
models (described below), which may affect her interactions with her infant, and 
interventions that use video feedback and manualised procedures to assist the 
mother to identify her infant's cues and thereby better meet her infant's needs 
(Guedeney et al. 2014). Within parent-infant therapy, the attachment relationship 
between the clinician and the mother is a significant component of the therapeutic 
alliance (Guedeney et al. 2014). Research also supports the notion that clinicians who 
provide a secure-base (described below) for their clients can help them to move from 
insecure to secure attachments with others (Mikulincer, Shaver & Berant 2013). 
Within PIMH, the 'others' are not only other adult relationships, but more importantly 
the development of a positive mother–infant relationship (McCauley et al. 2014).  
Despite the clinical advances in relational-based interventions for women who have 
experienced childhood trauma, more research is needed to define what actually works 
for which emotional disorders (Toth et al. 2013), and the long term outcomes for 
clients (Mikulincer et al. 2013). Toth and colleagues (2013: 1613) therefore caution 
that it is too early to state "less is more" in regard to relational-based interventions, as 
proposed by Bakermans-Kranenburg and colleagues (2003).  
Attachment Theory 
Attachment Theory was first described by John Bowlby in 1958 (Bowlby 1978). In his 
seminal work, Bowlby discussed five instinctual responses: sucking, clinging, 
following, crying and smiling, and coined them attachment behaviours. These 
attachment behaviours aim to evoke maternal care and thereby the survival of the 
infant (Bowlby 1958). The mother, or primary carer, became known as the attachment 
figure, the figure who provides the child with a secure-base, from which to explore 
and to which to return when comfort is needed (Bowlby 1978). The way in which the 
attachment figure is able to provide a secure-base, by being available and responsive, 
as well as by intervening when necessary, has a determining impact on how an 
individual will develop positive mental health (Bowlby 1978). The attachment figure 
must therefore be physically and dependably present to the infant's cues to create the 
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security of the secure-base. The infant's initial attachment figure is a parent or other 
caregiver; however, as individuals develop, other attachment figures evolve, such as 
relatives, friends, peers, teachers and health care providers (Fitton 2012). Throughout 
this chapter, the attachment figure will be referred to as the mother. 
The aim of attachment behaviours is mother-infant proximity (Ainsworth 1969). These 
behaviours may change under certain circumstances, for example, childhood illness, 
fatigue, discomfort or if the child explores beyond the mother's own limits of comfort. 
During the pre-locomotor stage of infancy, it is the mother's responsibility to maintain 
mother-infant proximity by either responding to her infant's signals or her own set goal 
of proximity (Ainsworth 1969). Infants and young children turn to their mother during 
frightening situations for comfort and security. If she is unavailable, anxiety is aroused. 
Depending upon the level and length of the stressful event and individual genetics, 
infants may then develop anxiety when new situations are experienced, predisposing 
the infant to emotional dysregulation, insecure attachment patterns and an increased 
responsiveness to stress (Rutten et al. 2013). The more secure a child feels, the more 
he/she is able to tolerate separation, and the converse is true (Bowlby 1960). In this 
way, an infant's experience with his/her mother is internalised and becomes what 
Bowlby described as internal working models (Bowlby 1973). Internal working models 
can also be described as procedural memory, the experience of knowing something 
rather than the experience of remembering (Powell et al. 2014). 
An infant therefore learns to see him/herself as worthy of love and support and 
whether mother, and later others, are trustworthy and available (Bowlby 1973). 
Therefore, if the mother does not respond to her infant's signals, attachment disorders 
may develop (Seso-Simic et al. 2010), and become emotional and behavioural 
problems in childhood, which are often linked to adult mental ill-health (Rutten et al. 
2013).  
The mother who experienced an insecure attachment as a child may, however, be 
unable to provide the secure-base for her infant. The infant in turn may therefore 
develop an insecure attachment, demonstrating the possible intergenerational 
transmission of insecure attachments (Karakurt & Silver 2014; Rutten et al. 2013). It 
is important to note, however, that attachment describes a relationship not an 
individual (Powell et al. 2014). 
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 Four attachment styles have been identified, one secure and three insecure: anxious-
avoidant, anxious-ambivalent and disorganised (Araneda, Santelices & Farkas 2010; 
Powell et al. 2014). The attachment styles are defined as: 
 Secure - the infant has learnt that mother is consistent and trustworthy. The 
infant is able to explore his/her environment, that is, become vulnerable, 
knowing that mother is available for support if needed; 
 Anxious-avoidant - the infant has learnt that mother is unable to give comfort, 
therefore the infant becomes self-reliant and dismissive of the relationship; 
 Anxious-ambivalent - the infant has learnt that mother needs comfort, 
therefore the infant feigns distress to stay in proximity with mother; 
 Disorganised - the infant has learnt that mother can give comfort, but she is 
also a source of fear. The infant is therefore confused as to which response 
he/she will receive from mother, comfort or fear. The disorganised attachment 
style is the most damaging for the infant as he/she cannot predict what 
mother's response will be (Powell et al. 2014). 
Individuals may form multiple attachment relationships throughout their life (Fitton 
2012) and attachment relationships may change over time (Powell et al. 2014; Siegel 
2001). Secure relationships can promote confidence and competence in the way an 
individual interacts with their social environment (Fitton 2012). In this way, attachment 
relationships and social networks also have an impact upon resilience and the ability 
to adapt, recover and remain healthy after experiencing adversities. Individuals with 
secure attachments are more resilient and less reactive to stress in adulthood 
compared to those with insecure attachments (Rutten et al. 2013). Ongoing negative 
experiences such as stress during the perinatal period, lack of maternal care and 
childhood trauma can sensitise an individual's response to stressful events and 
thereby increase the risk of mental ill-health later in life (Rutten et al. 2013). Insecure 
attachment relationships may also alter or compromise the internal reward system 
(behavioural patterns that produce positive feelings/emotions) with negative 
consequences on adult interpersonal relationships and social and cultural 
commitments (Seso-Simic et al. 2010). An individual's attachment system is active 
throughout life and is particularly sensitive to experiences of fear, pain or uncertainty, 
such as the transition to parenthood (Guedeney et al. 2011). Attachment-based 
parent-infant interventions may therefore, assist clinicians to work with women 
referred to PIMH services. 
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Irrespective of the intervention used, unsuccessful treatment can lead individuals to 
believe that treatment is ineffective, which may decrease service engagement in the 
future (Warnick et al. 2014). Attrition from mental health services has a high cost for 
individuals and clinicians, and reduces the ability for services to assess the 
effectiveness of specific interventions (Warnick et al. 2014). Interventions need to be 
tailored to the needs of individual women (Dennis 2005); more importantly the 
success of any intervention is dependent upon how well the woman and her family 
engage in services (Warnick et al. 2014). 
1.4 Engaging women at risk of poor perinatal mental 
health 
Pregnancy is a time when many women will engage with health services (Green et al. 
2008; McDonald, Moore & Goldfeld 2012) and initiate positive lifestyle choices (Hall 
& van Teijlingen 2006; Hauck et al. 2008; Sword et al. 2009). Research suggests that 
a number of factors influence women, at risk for mental ill-health, and their decisions 
to access services during the perinatal period. They include: current mental health, 
symptom awareness, acceptance of postnatal depression and timeliness of care 
(Abrams, Dornig & Curran 2009; Sword et al. 2008); perception of the helpfulness of 
a service, service quality and sensitivity (Chisholm et al. 2004; Price & Cohen-Filipic 
2013); perceived stigma of mental illness and mental health services (Bates & Stickley 
2013; Foulkes 2011; Vogel et al. 2013); hesitance to disclose experiences such as 
abuse (Walsh, 2008); the belief that a trusting relationship can be developed with 
health professionals (Goldberg 2008); as well as the mother's concern that seeking 
help is putting her own needs above her infant's needs (Sampson et al. 2013).  
Importantly, Abrams and colleagues (2009) identify that women in the perinatal period 
tend to normalise their symptoms of perinatal mood disorders to maintain the image 
of being a 'good mother'. The stigma for these women is associated with being 
labelled a 'bad mother', therefore women rely on self-help strategies and religious or 
spiritual practices (Abrams et al. 2009). King and colleagues (2014) propose three 
key elements to motivate engagement in therapy. These are: 1. hope, that the 
therapist and therefore therapy will be beneficial; 2. conviction, that the problem 
warrants intervention or treatment; and 3. confidence, within the individual, that the 
therapy and therapist can promote change.  
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Despite the growing literature on barriers and facilitators of engagement, engaging 
individuals in mental health services, for example, children and adolescents (Warnick 
et al. 2014) and women in the perinatal period (McGarry et al. 2009; Reay et al. 2011), 
remains problematic (Booth, Munsell & Doyle 2014). Barriers to engagement with 
mental health services need to be addressed, especially stigma, which can also result 
in discrimination and negative health implications for the individual and their family 
(Cleary et al. 2012).  
1.5 Collaboration in perinatal and infant mental 
health services 
Despite the implementation of the SFE policy (NSW DoH 2009) and other health 
related policies that promote integrated health systems, services remain fragmented 
within the current health care system (Psaila et al. 2014a). Therefore, even if women 
are prepared to engage in services, these services are often not readily available or 
accessible to all (Hayes 2010). There are increasing reports of the fragmentation of 
universal health services (for example general practitioners, CFH nursing services) 
for women and their families, specifically problems of communication in sharing and 
exchanging information. To address this, an integrated system is recommended with 
systems that support interprofessional collaboration (Psaila et al. 2014a).  
There is limited literature on women’s experiences of collaborative and integrative 
care for perinatal mental ill-health. A number of studies, however, have investigated 
women’s experiences of integrated care models for perinatal substance misuse 
programs. The positive aspects that women report from attending these programs are 
multi-faceted and include: decreased stigma (Lefebvre et al. 2010); supportive and 
non-judgmental professionals (Hall & van Teijlingen 2006; Lefebvre et al. 2010); 
respectful, consistent and reliable communication (Hall & van Teijlingen 2006; 
Lefebvre et al. 2010; Sword et al. 2009); enhanced service engagement (Mayet et al. 
2008); enhanced wellbeing (Sword et al. 2009); decreased substance 
use/continuation on opioid maintenance treatment (Hall & van Teijlingen 2006; Mayet 
et al. 2008; Sword et al. 2009); increased social support networks, increased insight, 
enhanced parenting capacity and maternal-child communication (Sword et al. 2009); 
decreased treatment for neonatal abstinence syndrome, increased spontaneous 
vaginal birth, increased initiation of breastfeeding and increased housing stability 
(Mayet et al. 2008).  
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An integrative literature review on collaboration and integrated services for perinatal 
mental health, published in the journal Child and Adolescent Mental Health, is 
presented in Chapter Two. 
1.6 Women's experiences of perinatal and infant 
mental health services  
There is a limited amount of literature that reports women's experiences of mental 
health services per se; however there is even less that reports women's experiences 
of PIMH services. Partnership and collaborative models of care for women and their 
families have, however, been described in many PIMH service aims (for example, 
Green et al. 2008). Women have reported that specific PIMH programs have given 
them increased skills and knowledge; however, the most important aspect for the 
women was the positive relationships they developed with their clinicians (Angarne-
Lindberg & Wadsby 2013). Experiencing positive therapeutic relationships may also 
assist to break the intergenerational transmission of insecure attachment styles 
(Angarne-Lindberg & Wadsby 2013). 
1.7 Summary  
The existing literature identifies that mental health disorders cause significant 
maternal morbidity and mortality internationally, with resultant negative sequelae for 
the infant. New policy directives and health services are increasingly being developed 
to provide support to women at risk of poor perinatal mental health outcomes. Despite 
these initiatives, there is limited research reporting the most effective therapeutic 
interventions when working with women in the perinatal period. Relational-based 
interventions, specifically attachment-based parent-infant interventions may, 
however, benefit women and families who experience difficulties interacting with their 
infant. Irrespective of the intervention used, engagement in the therapeutic process is 
crucial if behaviour change is to occur. The challenge of overcoming the stigma of 
mental illness and mental health services is widely reported in the literature. Women 
in the perinatal period also have to overcome the perceived stigma of being a 'bad 
mother' if they seek help. Policy documents recommend collaboration and integrative 
care for PIMH services, however there is scant literature that describes what this looks 
like or how it is to be achieved. There is a more substantial literature base reporting 
outcomes for perinatal substance misuse programs that can help guide PIMH 
services. Women at risk of poor perinatal mental health require services to be 
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effectively networked and collaborative. There is a limited amount of literature 
reporting women's experiences of specialist PIMH services, however the importance 
of positive relationships with clinicians is highlighted. It is, therefore, timely to explore 
specialist PIMH services in NSW. The findings from this study will add to the extant 
literature about these specialist mental health services of which little has been 
documented. 
1.8 Aim of the study  
The aim of this study is to explore and describe in-depth the role of clinicians, and the 
women who are referred to, as well as their experiences of, two specialist PIMH 
services in NSW. The findings will inform local, state and national policy and clinical 
practice development. 
1.9 Research questions 
1. What are the characteristics and risk factors of women who are referred to a 
specialist PIMH service? 
2. What factors do PIMH clinicians, key stakeholders and women perceive 
enhance or disrupt engagement with the specialist PIMH service? 
3. What interventions / treatments underpin the PIMH model of care? 
4. How do PIMH clinicians work collaboratively with other service providers?  
5. How do women interpret and experience the interventions provided by the 
specialist PIMH clinicians? 
1.10 Significance of the study 
Perinatal mental health has emerged as an important issue for health care delivery, 
however there is a dearth of literature about current services and what constitutes 
best practice from women's perspectives, as well as outcomes data. As such it is 
timely to explore in-depth the practices of clinicians who work in specialist PIMH 
services. This research will enhance our understanding of the role and services 
provided by clinicians who work in specialist PIMH services, for example, the 
engagement strategies, therapeutic interventions and collaborative practices used by 
clinicians when working with women who are at risk of perinatal mental ill-health. It 
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will also describe the characteristics and risk factors of those women who are referred 
to a specialist PIMH service, and women's experiences of engaging with a PIMH 
service. The study contributes new knowledge to the growing field of PIMH services 
that will help inform policy and service development.  
A convergent, embedded, mixed methods design was chosen for this study in order 
to address the complexities of perinatal mental ill-health, and to provide insights into 
specialist PIMH services. Mixed methods research designs provide unique 
opportunities to integrate both qualitative and quantitative methods of data collection 
and analyses to provide inferences and meta-inferences from research findings. 
1.11 My research journey 
I am a registered nurse and midwife with qualifications in child and family health 
nursing, lactation and research. I am also a mother of a young son, who was in infant 
school at the commencement of this project. I have been working with women and 
families for over 25 years in a variety of contexts including tertiary hospital and 
community settings. In 2009, I obtained a temporary position as a PIMH clinician in 
the local PIMH service. This was my first clinical role in mental health in an area where 
I enjoyed working: with women and families. My PIMH role was two-fold. One 
component was to work in collaboration with adult mental health services to provide 
support and care for women in the perinatal period who were current clients of the 
adult services. The other component was to co-facilitate a parenting program for 
parents who identified as having a mental illness. At the completion of the temporary 
position I then chose to learn more about PIMH and applied to commence a PhD. I 
was the successful recipient of an Australian Postgraduate Award for three years with 
a top-up contribution from the University of Western Sydney (UWS). To increase my 
skills in mental health nursing I also obtained a part-time position in a local adult 
mental health service. I reflect later in the thesis on my position and role in this 
research as it has inevitably influenced my approach to data collection, particularly 
the in-depth interviews, and the way in which I have interpreted the findings.  
1.12 The structure of the thesis 
Chapter One, the Introduction, has provided a rationale for the study and an 
overview of perinatal mental health and Attachment Theory, and has identified risk 
factors for poor perinatal mental health. I have highlighted the key gaps in the 
literature in regard to the strategies that clinicians use to engage women at risk of 
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poor perinatal mental health, interventions that promote positive perinatal mental 
health, collaboration and integrative care in PIMH and women's experiences of PIMH 
services. The aims, significance and study questions are also addressed, as well as 
a personal reflection in undertaking the study as the beginning of my research journey.  
In Chapter Two, I present a published paper that reports the findings of an integrative 
review of collaboration and integrative care in perinatal mental health. The review 
identifies that adult mental health clinicians are challenged when working with women 
in the perinatal period. It also highlights that women's voices are missing from the 
literature. 
In Chapter Three, the Methodology, mixed methods is presented as the appropriate 
methodology for this study and theoretical pragmatism is described. The setting is 
introduced and the processes of data collection and analyses are described. A 
reflection on data collection continues my research journey.  
In the following five chapters: Four, Five, Six, Seven and Eight I present the Findings 
from the study, addressing each of the research questions. Four of these chapters 
are presented as published papers. The style, structure and content of each paper 
accord with journal guidelines. In Chapters Five and Eight I present additional findings 
that have not yet been published. 
 In Chapter Four, I discuss the findings in relation to research question 2: What 
factors do PIMH professionals, key stakeholders and women perceive 
enhance or disrupt engagement with the specialist PIMH service? The 
manuscript titled, Engaging women at risk for poor perinatal mental health 
outcomes: A mixed methods study, published in the International Journal of 
Mental Health Nursing.  
 In Chapter Five, I discuss the findings in relation to research questions 1: What 
are the characteristics and risk factors of women referred to a specialist PIMH 
service? and 3: What interventions / treatments underpin the specialist PIMH 
service model? This chapter is divided into two parts. The first part presents 
the manuscript, Therapeutic interventions in perinatal and infant mental health 
services: A mixed methods inquiry, published in the journal Issues in Mental 
Health Nursing, and reports the findings from the quantitative and directed 
content analyses of the data. The second part of the chapter, "To hold": 
Modelling a secure-base for women engaged with specialist perinatal and 
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infant mental health services, reports the thematic analysis of the interviews 
with PIMH clinicians and includes illustrative text from the medical records. 
 In Chapter Six, I present the findings in relation to research question 4: How 
do specialist PIMH clinicians collaborate with other service providers? The 
manuscript, A mixed methods study of collaboration between perinatal and 
infant mental health and other service providers: Do they sit in silos? Published 
in the journal BMC Health Services Research. 
 In Chapter Seven, I present the findings in relation to research question 5: 
How do women interpret and experience the support provided by the specialist 
PIMH clinicians? The manuscript titled "My special time": Australian women's 
experiences of accessing a specialist perinatal and infant mental health 
service is published in the journal Health and Social Care in the Community.  
 In Chapter Eight, I present the findings from the thematic analysis of the PIMH 
clinicians' interview data, "To be held": Clinicians' experiences of working in a 
perinatal and infant mental health service. This chapter reports the clinicians' 
experiences of working in a specialist PIMH service. These findings do not 
relate to any of the predetermined questions but underpin an important finding 
of the study and compliment the data from the perspective of the clinicians 
who work in specialist PIMH services. 
In Chapter Nine, the Discussion, I provide an overview of the study findings and 
present the meta-inferences of those findings in relation to a Theory of Attachment 
Based Exploratory Interest Sharing (TABEIS) (Heard, Lake & McCluskey 2012). 
Knowledge translation, further research, the strengths and limitations of the study are 
also reported, as well as the conclusion to my research journey.  
1.13 Conclusion 
In this chapter, I have introduced the study and the importance of perinatal mental 
health for women, infants and families. A rationale for the study has been provided in 
relation to the limited literature with regard to engagement strategies, therapeutic 
interventions and collaborative care within PIMH service delivery, as well as the 
experiences and perspectives of women who engage with these specialist services. 
My reflection in the form of a personal research journey has commenced. 
In Chapter Two, I present the published paper Collaboration and integrated services 
for perinatal mental health: An integrative review. This literature review of 
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professionals' perceptions and experiences of collaborative care in the perinatal 
period provides further evidence and rationale for this study. 
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CHAPTER 2: COLLABORATION AND 
INTEGRATED SERVICES FOR PERINATAL 
MENTAL HEALTH: AN INTEGRATIVE REVIEW 
 
Myors, K.A., Schmied. V., Johnson, M. & Cleary, M. (2013). Collaboration and 
integrated services for perinatal mental health: An integrative review. Child and 
Adolescent Mental Health, 18 (1), 1-10. DOI:10.1111/j.1475-3588.2011.00639.x  
2.1 Publication: Relevance to thesis 
This paper is presented first in the series of published papers as it provides a 
background and review of the literature regarding clinicians' perceptions of 
collaboration and integrative practices when working with women with mental health 
problems during the perinatal period. The insights from this review identify that adult 
mental health clinicians are challenged, both professionally and personally, when 
working with women in the perinatal period. It also highlights that women's voices are 
missing from the literature. 
 
 
  
  
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
20 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
21 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
22 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
23 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
24 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
25 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
26 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
27 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
28 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
29 
 
CHAPTER 2: COLLABORATION AND INTEGRATED SERVICES 
 
30 
2.2 Conclusion 
In this chapter, I have presented the published paper Collaboration and integrated 
services for perinatal mental health: An integrative review. It has provided a 
background to the issues of collaborative care in PIMH services, identified the 
challenges that adult mental health clinicians experience when working with women 
in the perinatal period, and the limited literature that reports women's experiences of 
mental health services (refer to Appendix 3 for a copy of the online Supporting 
Information).  
In Chapter Three, I will outline the methodology and research methods used in this 
study. Specifically, I introduce mixed methods as the study design and pragmatism 
as the theoretical perspective that guides the study. I also report data collection and 
analysis techniques, discuss ethical considerations and rigor and continue my 
research journey as a personal reflection on methodological issues.
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CHAPTER 3: METHODOLOGY AND RESEARCH 
METHODS 
 
3.1 Introduction 
The aim of this study is to explore and describe in-depth two specialist PIMH services 
in NSW. Five questions are addressed that focus on the characteristics and risk 
factors of women referred to a PIMH service, engagement strategies of PIMH 
clinicians, therapeutic interventions used by PIMH clinicians, collaborative practices 
of PIMH clinicians and women service-users' experiences of engaging with a PIMH 
service.  
In Chapter One, I provided an overview of the current literature and identified the 
service and research gaps. In Chapter Two, I presented the findings of an integrative 
review of professionals’ perceptions and experiences of working in collaborative and 
integrated models of perinatal care for women with mental health problems. In this 
chapter, I will describe the philosophical and theoretical underpinnings of this study, 
philosophical pragmatism and a mixed methods research design. The methods of 
data collection and analyses are discussed with a focus on data integration. Ethical 
considerations, reflexivity and a reflection on methodological issues continue my 
research journey. 
Theoretical pragmatism informed the design of this study. A mixed methods research 
design was chosen to guide this study, as the combination of both quantitative and 
qualitative data methods provided the approach to gain the best understanding of the 
research purpose and questions (Hesse-Biber 2010; Ridenour & Newman 2009). A 
mixed methods research design is particularly salient to understand and address the 
complexities of health care delivery (Andrew & Halcomb 2009), and is increasingly 
being used in health care research. For example, Appleton and colleagues (2013) 
used a mixed methods design to evaluate how health visitors assess mother-infant 
interactions. Using a validated ratings scale, heath visitors rated video clips of 
mothers' interactions with their infant (quantitative data). The scales were then 
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compared to a global rating scale. Interviews (qualitative data) were then conducted 
with the health visitors to explore how they rated the interactions, and why they rated 
them as they did. Through the use of mixed methods the authors identified that the 
health visitors had minimal knowledge of Attachment Theory or the developmental 
aspects of mother-infant relationships (Appleton et al. 2013).  
As with all research, it is the broad purpose of the research that frames the research 
questions (Biesta 2010). Likewise, it is the research purpose and question/s that must 
guide the choice of methods (Ridenour & Newman 2009). The correct choice of 
methods can only be judged in relation to the specific research purposes and 
questions (Creswell & Plano Clark 2011) which provide insights into a researcher's 
worldview (Hesse-Biber 2010). 
3.2 Mixed methods as methodology  
Using the more traditional approach to research, a researcher aligns him/herself with 
a particular paradigm or world view (Creswell & Plano Clark 2011). In the 1990's, 
Crotty (1998), for example, argued that the researcher must take a stance, to position 
themself as either objectivist/positivist or constructionist/subjectivist. However more 
recently, there has been a trend towards merging paradigms, as occurs in mixed 
methods research (for example, Creswell 2009; Creswell & Plano Clark 2011; 
Halcomb, Andrew & Brannen 2009; Tashakkori & Teddlie 1998, 2010). Ridenour and 
Newman (2009) describe three paradigms: quantitative, qualitative and mixed 
methods, which has been coined, the 'third research paradigm' (Johnson & 
Onwuegbuzie 2004).  
3.2.1 Theoretical pragmatism 
The theoretical framework of pragmatism guided the design of this study. Pragmatism 
as a theoretical framework does not, however, refer to "everyday pragmatism" but 
"philosophical pragmatism" (Biesta 2010: 97). Biesta (2010) refers to everyday 
pragmatism as a pragmatic approach to research that is doing what works, as 
opposed to the philosophy of pragmatism proposed by John Dewey.  
The philosophy of pragmatism originated in the USA around the 1870's. Charles 
Sanders Peirce (1839–1914) and William James (1842–1910) are noted as the early 
classical pragmatic philosophers of inquiry and truth. Peirce held the view that 
scientific inquiry would lead to an ultimate truth, and the relationship of that truth with 
the world (Hannes & Lockwood 2011). New discoveries were only possible by using 
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systematic and rational processes such as abduction, developing research questions 
and assumptions; deduction, assessing the questions or assumptions; and induction, 
empirically testing the questions or assumptions (Asvoll 2014). Peirce cautioned 
about having rigid viewpoints as these interfere with scientific inquiry (Green 2014). 
James expanded pragmatism from a purely scientific foundation to an inquiry about 
beliefs, particularly moral and religious beliefs, and asserted that there were multiple 
truths (Hannes & Lockwood 2011). All beliefs, scientific, religious, moral and ethical, 
should involve an ongoing process of testing to "establish their truth or their 
inadequacy" to further our knowledge about the complexities of the world in which we 
live (Green 2014: 79). James advises, 
Always hold your own beliefs hypothetically and with an open mind, while 
taking responsibility to formulate your beliefs in ways that account of the 
achievements of the various relevant sciences up to your own point in history; 
at the same time, realize [sic] and take your own risks in terms of the existential 
price and practical opportunity costs that you must pay to find out whether your 
hunches and the belief statements in which you currently express them are 
true [italics in text] (Green 2014: 80-81).  
John Dewey (1859–1952), likewise, did not profess that inquiry was about absolute 
truths but that truth, like all knowledge, is temporary and embedded in our interactions 
with the world (Hall 2013). All inquiry is social in nature as our thoughts and ideas, as 
well as the research choices we make, are shaped by the society we live in and 
interact with (Morgan 2014). Therefore, scientific inquiry is about understanding social 
phenomena, or the problems that exist within society and must be problem-driven with 
an end result of promoting democracy. Philosophical pragmatism equates to social 
philosophy. Social inquiry, as an explanation of physical, biological or psychological 
phenomena, cannot be taken into account without the inclusion of the social impact 
(Frega 2014). Scientific inquiry is pluralistic and inclusive (Green 2014) and involves 
"courageous" and "thoughtful" empirical decisions to understand our lives in a 
consistent yet vulnerable world (Green 2014: 89). 
 Pragmatic social inquiry is practice driven and problem-oriented (Frega 2014), and is 
referred to by Biesta (2010: 112) as "action and reflection". For Dewey, action involves 
communities and communication, therefore any knowledge gained needs to be 
shared with society (Hall 2013) to improve the lives of others (Greene & Hall 2010).   
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Dewey did not profess that one type of knowledge was of a higher order than another, 
but that different kinds of knowledge result in the different ways scientific inquiry is 
applied (Biesta 2010). Knowledge can be either subjective, objective or a mixture of 
the two (Feilzer 2010). Dewey's pragmatism embraces all research methods as they 
seek to uncover the multiple truths that exist within society (Feilzer 2010).  
Contemporary researchers have expanded the original concept of theoretical 
pragmatism and coined it “dialectical pragmatism” (Johnson & Gray 2010: 88). Some 
authors (for example, Greene & Hall 2010; Johnson & Gray 2010) argue that a 
dialectic viewpoint, that is the engagement of different perspectives to generate new 
insights and understandings (Greene & Hall 2010), encourages researchers to be 
creative in research designs that endeavour to improve the wellbeing of all through 
knowledge and social justice (Johnson & Gray 2010). The dialectical stance promotes 
political and social change and has been illustrated in participatory social research, 
when stakeholders are engaged through a continual process of building sustainable 
change (Nastasi, Hitchcock & Brown 2010). Other contemporary researchers have 
combined realism and pragmatism and have coined “pragmatic realism” (Maxwell & 
Mittapalli 2010: 152).  The realist perspective believes in the existence of a real world 
that emphasises cause and effect as central to social science, that there are no 
universal truths but personal and community forms of truths that encapsulate the 
social fabric of the world (Maxwell & Mittapalli 2010). 
Notwithstanding the developments of pragmatism as a theoretical perspective, 
criticism exists due to the lack of a consistent set of principles or beliefs (Kroos 2012). 
Many leading scholars of mixed methods research contribute different definitions to 
philosophical pragmatism, which has blurred its conceptual foundations (Kroos 2012). 
Denzin (2012: 83) argues that: 
The pragmatist focus is on the consequence of action, not on combining 
methodologies. And here the MMR [mixed methods research] discourse is of 
little help. 
Denzin (2012: 83) continues, stating that theoretical pragmatism offers the researcher 
little guidance to assess the “interpretive, contextual level of experience” for the 
creation of meaning. Nor does it provide direction to address the social justice issues 
which are inherent within society and promote a moral and political stance (Denzin 
2012).  
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Others disagree and argue that theoretical pragmatism and its later developments 
have a commonality in their inherent concern for the social fabric of communities and 
the endeavour to improve social justice (Nastasi, Hitchcock & Brown 2010). Despite 
the ongoing debate surrounding theoretical pragmatism, it remains the dominant 
world view for mixed methods research (Nastasi, Hitchcock & Brown 2010). 
Pragmatism and mixed methods  
Theoretical pragmatism is therefore well suited for mixed methods research designs 
as it can encompass both qualitative and quantitative methods of data collection and 
analysis (Biesta 2010; Creswell & Plano Clark 2011). Qualitative and quantitative 
methods are not a dichotomy but an interactive continuum, where there is no divide, 
but a fluid continuum of research methods (Ridenour & Newman 2009).  
The motivating purpose for qualitative designs is theory building, whereas for 
quantitative designs the intent is theory testing (Ridenour & Newman 2009). 
Therefore, the use of mixed methods not only allows the findings to be generalised to 
a population but also provides an understanding of the phenomenon to the individuals' 
experiences (Creswell 2009). It uses the strengths of both qualitative and quantitative 
data collection techniques and analyses for an enhanced and richer understanding of 
a problem (Creswell 2009; Hesse-Biber 2010; Ridenour & Newman 2009; Woolley 
2009), and can therefore be regarded as complementary (Woolley 2009). A true 
mixed methods study is not simply a combination of two different types of data, but a 
planned combination of the data at a predetermined stage within the research process 
(Halcomb et al. 2009; Creswell & Plano Clark 2011). 
As such, the integration of data is a pivotal point in mixed methods research (Kroll & 
Neri 2009) and needs to be purposefully planned from the conceptualisation of the 
study (Moran-Ellis et al. 2006; Yin 2006). Integration can occur at a number of levels: 
design, data collection, data analysis, interpretation and reporting (Creswell & Plano 
Clark 2011; Fetters, Curry & Creswell 2013), and there are multiple ways of integrating 
data (Bazeley & Kemp 2011). The key to integration, however, is that the qualitative 
and quantitative findings are enhanced (Bryman 2006) by the emergence of new data 
findings (Andrew, Salamonson & Halcomb 2008).  
As with all research designs, it is important to understand the type of data that will 
meet the project's goals, and to have well-planned strategies for collecting, managing 
and analysing the data, and presenting the findings (Lieber 2009). Other important 
issues are time and available resources (Lieber 2009). With mixed methods research, 
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an additional consideration is to ensure the integrity of a single study without it 
diverging and inadvertently becoming two or multiple, parallel studies (Yin 2006). With 
mixed methods research, thoughtful reflection also needs to be given to weighting or 
prioritising one type of data over another for answering research questions (Creswell 
2009). There are three possible weighting options: equal priority, quantitative priority 
or qualitative priority (Creswell & Plano Clark 2011). 
Theoretical pragmatism, with its emphasis on social inquiry and the use of research 
methods that best answer research questions, therefore, fits as an appropriate choice 
to guide this mixed methods study. The social phenomena in this study are women, 
transitioning through a vulnerable time in their lives (the perinatal period), who are 
also at risk of adverse outcomes due to mental ill-health and/or psychosocial 
adversity. The combination of quantitative and qualitative data has provided greater 
insights into the research questions. The quantitative data collected from the review 
of medical records provided specific information about the PIMH services, for example 
the types of therapeutic interventions clinicians used. The qualitative data collected 
from interviews provided rich data about PIMH clinicians' perspectives of their work 
and women's experiences of being engaged with a PIMH service. Mixed methods 
research designs are being used increasingly in health care research (for example, 
Appleton et al. 2013). 
3.3 Study design 
This study used a convergent, embedded, mixed method design (Creswell & Plano 
Clark 2011). Convergent designs (also known as concurrent or simultaneous) occur 
when both quantitative and qualitative data components are collected and analysed 
at the same time. The results are then integrated for interpretation (Collins 2010; 
Creswell & Plano Clark 2011). Embedded designs occur when additional data is 
required to support the main data component, for example as an explanation of 
quantitative data (Creswell & Plano Clark 2011).  
This study involved reviewing medical records, transcribing textual illustrations from 
those medical records, and interviewing health professionals and women service-
users. The design was convergent in that all of the data were collected simultaneously 
at each site; equal weighting was given to the two main data components of the 
medical record review-numeric data (quantitative) and the professionals' interview 
data (qualitative). A second qualitative component, women service-user data, was 
given less weighting. This does not imply that the views of the women were less 
CHAPTER 3: METHODOLOGY 
 
 
37 
important, but that the size and scope of the women's qualitative component was not 
as extensive as the qualitative component of the professionals' interviews. The 
qualitative embedded component consisted of textual illustrations transcribed from 
the medical records. This data provided illustrative examples of how I interpreted 
specific aspects written in the medical records, for example, the therapeutic 
interventions used by clinicians, and the type of contact between PIMH clinicians and 
other service providers.  
Within this convergent, embedded, design all the data were analysed separately and 
then compared and contrasted, with regard to the research questions, (Driscoll et al. 
2007; Tashakkori & Teddlie 2010) for the development of inferences and meta-
inferences (Tashakkori & Teddlie 2010). Data integration was planned from 
conception of the study and occurred during the design, data analyses, discussion 
and reporting phases (see Figure 3.1 study design and Table 3.1 for a 
conceptualisation of the processes involved in the study).  
 
        +         QUAL + qual 
 
 
          DATA COLLECTION & ANALYSES 
 
 
 
 
       
 Figure 3.1: Study design 
In mixed methods research a notation system has been developed to provide a 
shorthand method of conveying the study. Uppercase notation indicates priority or 
weighting over lower case notation, a plus sign indicates that the methods occurred 
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concurrently and brackets indicate an embedded component (Creswell & Plano 
Clark 2011). The notation for this study is: QUAN (+ qual) + QUAL + qual.  
3.4 Study setting 
The study was conducted in two Area Health Services [(AHS), now Local Health 
Districts] in NSW, one area was Sydney metropolitan and the other was regional. 
These two sites were selected because the PIMH services had been implemented 
approximately 10 years prior to the commencement of the study; both were situated 
within the mental health service umbrella and employed a multidisciplinary team of 
nurses, psychologists and social workers. The main referral pathway was via a 
multidisciplinary case review meeting, which included maternity, social work, PIMH, 
adult mental health, and drug and alcohol services.  
Site 1 provides health care to a population of approximately 370,000 people. It is a 
rapidly growing multicultural area with approximately 50% of the population having 
been born outside of Australia, and where approximately 75% of the population speak 
a language other than English at home (Australian Bureau of Statistics (ABS) 2011). 
It consists of one Level 66 maternity unit and one Level 47 maternity unit. Site 1 had 
4847 births in 2013, with an additional 981 infants being born in a local private hospital 
(Centre for Epidemiology and Evidence 2012).  
Site 2 provides health care services to a population of approximately 318,000 people. 
Three percent of the population are Aboriginal and Torres Strait Islander people, 
which is slightly above the NSW average of 2.5%. It is predominantly a white 
Caucasian population with approximately 80% of the population having been born in 
Australia and 91% of the population speaking only English at home (ABS 2011). It 
consists of one Level 58 maternity unit and a maternity unit that provides midwifery 
care only. Site 2 had 2496 births in 2013, with an additional 766 infants being born in 
a local private hospital (Centre for Epidemiology and Evidence 2012). Both sites have 
large areas of known socio-economic disadvantage, and as such received initial and 
ongoing funding to provide specialist PIMH services. 
                                            
6 The hospital has the capacity to care for high risk births with both obstetric, anaesthetic 
registrars and operating suite staff on site 24hours. 
7 The hospital has the capacity to care for selected moderate risk births if >34 weeks 
gestation. Obstetricians, paediatricians and anaesthetists are available on-call 24 hours. 
8 The hospital has the capacity to care for selected high risk births. 
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3.5 Recruitment and participants 
3.5.1 Medical record review 
The medical records of women who were referred to two specialist PIMH services 
between January 2010 and December 2011 were reviewed. This two-year time-frame 
was chosen as it represented a relatively stable time within the PIMH services in 
relation to staff changes and service locations. Some medical records were not 
available to be reviewed, for example if they were being used by another team within 
the health service at the time of review. 
3.5.2 Interviews 
Purposeful sampling was used for the recruitment of participants. Purposeful 
sampling involves creating predetermined criteria for selecting participants who are 
best able to answer the research question/s (Creswell & Plano Clark 2011; McCann 
& Clark 2005). The participants in this study included clinicians who provided 
specialist PIMH services, and their managers, key stakeholders (midwives and social 
workers), who worked with women in the antenatal period and who were involved in 
the implementation of the SFE Policy (NSW DoH 2009) and/or the multidisciplinary 
case review meetings, and women who had engaged with one of the specialist PIMH 
services.  
Recruitment of health professionals 
I attended team meetings at both sites to inform PIMH clinicians of the study and to 
invite participation. Managers also sent invitations via email to capture any clinicians 
who were unable to attend the meetings. The PIMH managers were invited to 
participate in the study during individual meetings. Six PIMH clinicians (three from 
each site) and two PIMH managers (one from each site) consented to participate in 
semi-structured in-depth interviews.  
Five key stakeholders (four midwives and one social worker) were contacted via email 
and invited to participate in semi-structured in-depth interviews. The email included 
written information about the study and my contact telephone number if further 
clarification was needed. All five stakeholders consented to participate.  
Recruitment of women service-users 
The initial recruitment involved the PIMH managers sending a letter of invitation to 
women who had been discharged from the service within the past six months 
CHAPTER 3: METHODOLOGY 
 
 
40 
(Appendix 4). The letter included a return slip and a stamped self-addressed envelope 
for women to complete and post if they were interested in the study. Of the forty five 
letters that were sent out, only one response was received. An amendment to the 
original ethics approval was requested and granted for a second recruitment strategy 
(Appendix 5). The revised recruitment strategy involved the PIMH clinicians briefly 
informing women, who were soon to be discharged from the service, about the study. 
If women were interested, a consent to contact form (Appendix 6) was completed and 
then this was either posted to the university, or I was contacted to collect the forms in 
person. The other 10 women were recruited in this way.  
When contact details were received, I contacted each woman by telephone, provided 
further information about the study and invited questions. I anticipated that many of 
the women may have experienced complex issues, therefore during this first 
telephone contact I informed the women that the study was not about their personal 
stories but their experience of being a client of a PIMH service. If the woman was 
interested in participating, a mutually convenient time and place was arranged for an 
interview. To avoid potentially compromising or interfering with any therapeutic 
interventions, women were only interviewed once they were discharged from their 
PIMH service. 
3.6 Data collection 
Data collection occurred between June 2011 and April 2012. Data were collected by 
reviewing 244 medical records of women who had been referred to the two PIMH 
services, from in-depth semi-structured interviews with 13 health professionals (eight 
PIMH professionals and five key stakeholders) and via semi-structured interviews with 
11 women who had engaged with one of the PIMH services. The combination of the 
medical record review and semi-structured interviews allowed the data to be 
compared and contrasted. Specifically, it provided the opportunity to identify how and 
what the clinicians document in relation to their work, what the clinicians state that 
they do and how key stakeholders and women service-users perceive and experience 
the work of the PIMH clinicians. 
3.6.1 Medical record review  
A medical record review can be limited as it focuses mainly on a women’s care, 
however it is advantageous as it is uninhibited by sampling and selection bias, as the 
review was conducted on all available medical records (Wiebe, Chalmers & Yager 
2012). The medical record review also provided the opportunity to numerically code 
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or quantitise data (Creswell & Plano Clark 2011; Sandelowski, Voils & Knafl 2009) 
that was documented by the PIMH clinicians.  
Numeric data 
The medical record review-numeric data addresses research questions: 
1. What are the characteristics and risk factors of women who are referred to a 
specialist PIMH service? 
2. What factors do PIMH clinicians, key stakeholders and women perceive 
enhance or disrupt engagement with the specialist PIMH service? 
3. What interventions / treatments underpin the PIMH model of care? 
4. How do PIMH clinicians work collaboratively with other service providers? 
The medical record review-numeric data is reported in the published papers in 
Chapters Four, Five A and Six. 
A detailed review tool (Appendix 7) was developed to assist data collection and 
ensure that consistent data was obtained. The items in the tool were based on the 
antenatal screening tools that the midwives used at each site, the SFE Policy (NSW 
DoH 2009), the literature, and the expert clinical knowledge provided by my 
supervisors and other clinicians. My principal supervisor and I conducted a pilot 
review of 10 medical records to test the review tool and provide an initial examination 
of the medical records. Minor changes to the review tool were then made. The pilot 
review also provided an opportunity to determine which data was available to be 
extracted and how interventions were going to be recorded. Only interventions that 
were specifically written by a clinician in the medical record were recorded. When 
documentation lacked clarity, the intervention codes were checked with either MC, 
who has expertise in mental health, or VS, who has expertise in maternal and child 
health. Fourteen PIMH clinicians had documented in the 244 medical records. Three 
of these clinicians had left the service, and one was on leave at the time of the data 
collection. 
Data collection involved reviewing 244 medical records of women who had been 
referred to a PIMH service between January 2010 and December 2011. Not all 
medical records were available to be reviewed, for example, some records were not 
currently in the clinical information department and were being used by another team 
in the health service.  
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Textual data 
Textual data refers to either oral transcriptions or written documents (Wodak 2007). 
The textual data for this study were direct transcripts from medical records. The 
medical record review-textual data addresses research questions: 
1. What are the characteristics and risk factors of women who are referred to a 
specialist PIMH service? 
2. What factors do PIMH clinicians, key stakeholders and women perceive 
enhance or disrupt engagement with the specialist PIMH service? 
3. What interventions / treatments underpin the PIMH model of care? 
4. How do PIMH clinicians work collaboratively with other service providers? 
The textual data is reported in the published papers in Chapters Four, Five A and Six. 
The textual data from the 244 medical records were transcribed directly into a textual 
template on a laptop computer. The template was based on the research questions, 
and ensured consistency in recording the data (Appendix 8). These data gave 
illustrative examples of the quantitative data collected, such as descriptions of the 
interventions that the clinicians used, the referrals that were made, any contact with 
other service providers, letters to the women, and discharge summaries (refer to 
Chapters 4, 5, 6 & 8). 
3.6.2 Interview data 
Health professionals 
The health professionals’ interview data addresses research questions: 
1. What are the characteristics and risk factors of women who are referred to a 
specialist PIMH service? 
2. What factors do PIMH clinicians, key stakeholders and women perceive 
enhance or disrupt engagement with the specialist PIMH service? 
3. What interventions / treatments underpin the PIMH model of care? 
4. How do PIMH clinicians work collaboratively with other service providers? 
The health professionals’ interview data is reported in the published papers in 
Chapters Four, Five A, and Six. Chapters Five B and Eight report only the PIMH 
clinicians’ interview data. 
Thirteen health professionals participated in semi-structured in-depth interviews. All 
interviews with clinicians, managers and key stakeholders lasted between 60 and 90 
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minutes, were conducted at their place of work at a time convenient to them, and were 
digitally recorded. An interview guide was used to lead the interviews:  
 PIMH clinicians: the clinician's professional background; the role and model of 
care of the PIMH service; engagement strategies; therapeutic interventions, 
collaboration with other service providers; their experiences as a PIMH 
clinician; the professional training needed to work in a PIMH service; and the 
support provided by management and colleagues. Additional questions were 
added to the guides as data collection proceeded, for example, to clarify 
documentation in the medical records (Appendix 9). 
 PIMH managers: the history of the PIMH service; the model of care and how 
the service was developed; the demographics of the population that the PIMH 
team services; staff numbers employed and their professional background; 
support provided and challenges in providing the service; and collaboration 
with other services (Appendix 10).   
 Key stakeholders: the history of the PIMH service; the current PIMH service 
model; the benefits of the PIMH service to women and families; any 
challenging aspects of the service; and collaboration with the PIMH service 
(Appendix 11). 
The interview guides were used as an initial framework for the qualitative interviews. 
As the interviews proceeded, additional questions were included (O'Cathain 2009). 
Women service-users 
The women service users’ interview data addresses research questions: 
2. What factors do PIMH clinicians, key stakeholders and women perceive 
enhance or disrupt engagement with the specialist PIMH service? 
3. What interventions / treatments underpin the PIMH model of care? 
4. How do PIMH clinicians work collaboratively with other service providers? 
5. How do women interpret and experience the interventions provided by the 
specialist PIMH clinicians? 
The women service-users’ interview data is reported in the published papers in 
Chapters Four, Five A, and Six. Chapter Seven reports only the women service-user 
interview data. 
Eleven women service-users participated in semi-structured interviews. Eight 
interviews were conducted at the women's family homes and three via telephone. The 
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interviews lasted between 20 and 45 minutes and were digitally recorded. One 
interview lasted only 10 minutes due to both considerable interference from the 
telephone connection and the fact that another arrangement could not be made. One 
woman also became much more talkative once the digital recorder was turned off. 
This conversation was included as a summary at the end of the transcript.  
The interview guide (Appendix 12) asked about the women's experiences of being 
referred to a PIMH service, their experience with the service, the number of PIMH 
clinicians they had contact with, the type of contact (for example, home visit or health 
centre appointment), any treatments or interventions, and their involvement with or 
referral to other services. At completion of the interviews, the women were given or 
posted a gift voucher of AU$20.00, which was linked to a number of major retail 
outlets, in order to thank them for their time.  
3.7 Data analysis 
Data analysis was an iterative process, moving between all data sets in an attempt to 
extract meaning and answer the research questions (Ridenour & Newman 2009). The 
process was circular and not linear, as I continually worked from one data set back to 
another data set to gain full understanding of the PIMH service (refer to Figure 6.1). 
This contrasts with the more linear approach advocated in other mixed methods 
designs, such as sequential designs. 
3.7.1 Quantitative analysis 
Medical record-numeric data 
All numeric data from the medical record review tool were entered into the Statistical 
Package for the Social Sciences (SPSS) version 19 and 20 and analysed (two 
versions were used as analyses were conducted beyond the version 19 timeframe 
and the computer software had to be updated as per UWS and SPSS protocols). 
Some textual data from the medical records were quantitised or numerically coded for 
statistical analysis (Creswell & Plano Clark 2011; Sandelowski, Voils & Knafl 2009) 
(refer to section 3.7.4). The choice between various statistical tests in quantitative 
data analysis techniques was guided by the question/s asked and the type of data 
collected (Creswell & Plano Clark 2011) (refer to Tables 3.1 & 3.2). 
Initially, descriptive analysis techniques were used to summarise and enhance 
understanding of the data (Onwuegbuzie & Combs 2010; Tashakkori & Teddlie 2010). 
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These included frequencies, percentages, means, standard deviations and ranges 
and were applied to the demographics and risk factors of the women referred, the 
engagement strategies and therapeutic interventions used by the PIMH clinicians, 
contact between PIMH clinicians and other service providers and discharge practices.  
Second, inferential analyses were undertaken. Chi-square and independent t-tests 
were undertaken on the demographic and risk factor data to identify any relationships 
between these two data sets (Field 2009). The independent t-tests were identified as 
having a significant correlation if the p value was < 0.05 (Field 2009). 
3.7.2 Qualitative analysis 
All of the qualitative data were entered into NVivo Version 8™ (QSR International Pty 
Ltd) (qualitative research data software) to assist with organisation and analyses.  
Medical record-textual data 
The textual data from the medical records were analysed using directed content 
analysis techniques (Hsieh & Shannon 2005). Directed content analysis is a more 
structured approach than other qualitative analysis procedures as it draws upon pre-
existing concepts (Hsieh & Shannon 2005). In this study, the pre-existing concepts 
were based on the research questions, including engagement strategies, therapeutic 
interventions, collaboration with other services providers, and women's experiences 
of the PIMH service. The results of the analyses of the medical record-numeric data 
also informed these concepts. Data that could not be coded into the predetermined 
concepts were represented by a new code (Hsieh & Shannon 2005). In relation to the 
medical record-textual data, a new code was developed for the role of clinicians 
modelling a secure-base as part of their therapeutic interventions (refer to Chapter 5). 
Professionals' and women service-users' interviews  
All of the interviews with the professionals and women service-users were transcribed 
verbatim. Professional transcribers transcribed 22 interviews, and I transcribed two 
due to time constraints. All transcriptions were read in conjunction with the digital 
recordings to ensure that the text provided an accurate record of what the participants 
said, and any relevant corrections were made. I became immersed in the data by 
reading and re-reading the transcripts as the first step of qualitative analysis (Green 
et al. 2007). This is a reflexive and interactive process between the researcher, data 
collection, analysis and the development of patterns or themes (Altheide 2001; Braun 
& Clarke 2006; Emerson, Fretz & Shaw 2001).  
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The analyses of the professionals' and women service-user data occurred in two 
phases. Phase One involved directed content analysis techniques (Hsieh & Shannon 
2005), as previously described. Two new codes were identified in the PIMH clinician 
data: the role of clinicians modelling a secure-base within the therapeutic 
interventions (refer to Chapter 5), and the clinicians' experiences of working in a PIMH 
service (refer to Chapter 8). All of the interview data were then analysed thematically 
(Braun & Clarke 2006; Green et al. 2007) within the codes that were generated from 
the directed content analysis: engagement strategies, therapeutic interventions, 
collaboration with other service providers, women's experiences of a PIMH service, 
and clinicians' experiences of working in a PIMH service. The thematic analysis 
constituted Phase Two of data analysis.  
Thematic analysis is described as a tool that can provide a rich and detailed report of 
the data that captures important aspects in relation to the research question/s (Braun 
& Clarke 2006). The steps identified for undertaking a thematic analysis are varied. 
Braun and Clarke (2006) outline six: data familiarisation, generating codes, identifying 
initial themes, revising themes, describing and naming the themes, and writing the 
report. Despite these steps, thematic analysis is non-linear, but employs a time 
intensive iterative and recursive process (also refer to Chapters 6 & 8) of assessing 
the suitability of new data as it is analysed (Braun & Clarke 2006; Green et al. 2007). 
Refer to Figure 3.2 for a diagram of the processes of data analyses: 
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Table 3.1: Conceptualisation of the study design 
Procedures   Products   Procedures   Products  
Develop medical record 
review tool  
QUAN data collection  Numeric item scores   Semi – structured 
interviews  
QUAL & qual data 
collection  
Transcripts  
Review 244 medical 
records  
   13 professionals & 11 
women service users 
purposively selected  
  
 QUAN data analysis     QUAL & qual data analyses   
Procedures   Products   Procedures   Products  
Descriptive & inferential 
statistics  
 Means, SDs, Ranges, 
Percentages, Chi-
Square, t-Test  
 Content analysis   Codes identified  
Procedures   Products   Thematic analysis   Themes identified  
Review 244 medical 
records  
qual data collection  Textual illustrations      
Procedures   Products      
Content analysis  qual data analysis Codes identified      
   Development inferences 
for each domain*  
   
 Procedures     Products   
 Compare & contrast results     Manuscripts or chapters 
written for each domain  
 
   Development of  
meta-inferences 
   
 Procedures     Products   
 Literature identified# -
interpretation & 
development of the PIMH 
service  
   Final discussion for thesis   
   Denotes the embedded component, * engagement, therapeutic interventions, collaboration, # Heard et al. (2012)
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3.7.3 Rigour and trustworthiness 
Rigour and trustworthiness are important aspects of all scientific inquiry, and 
researchers need to demonstrate how rigour has been applied within a study (Finlay 
2006). Within mixed methods research it is important to maintain a separation 
between the components of qualitative and quantitative data until the point of 
integration as Morse (2010: 348) asserts, "mixed methods are not data soup!" 
Quantitative data 
There are four well accepted criteria for quantitative research: validity, reliability, 
replicability and generalisability (Bryman, Becker & Sempik 2008). The quantitative 
data for this study was obtained from a review of medical records at both study sites. 
The validity, specifically content validity, is achieved when a tool captures the data 
that it was designed to capture (Field 2009). The medical record review tool was 
developed in a systematic way and included the psychosocial assessment tools that 
were in use at both sites at the start of the study, NSW state level policy documents, 
current literature, and the opinion of expert clinicians and my supervisors (refer to 
Chapter 3 section 6.1). The captured data was appropriate as it answered the 
research questions requiring statistical analyses (research questions 1, 2, 3 & 4).  
Likewise, reliability is achieved when the tool results are consistently produced (Field 
2009). The medical record review tool was pilot tested by myself and my principal 
supervisor, discrepancies were clarified which resulted in minor changes to the tool, 
for example the living arrangements/accommodation of the women was deleted from 
the tool as this information was not available in the medical records (refer to Chapter 
5). A large amount of information was collected (Thomas & Magilvy 2011) on the 
review tool, with 244 medical records reviewed covering a two-year time-frame of 
women referred to the PIMH services. When medical record documentation lacked 
clarity, the phrase or term was discussed with my supervisors and/or added to the 
interview guide for discussion with the next clinician participant (refer to Chapter 5). 
Ten medical records, as well as all data pertaining to therapeutic interventions, were 
coded by both myself and a member of my supervisory team. All data were double 
checked after being entered into SPSS to ensure accuracy. 
Replicability is achieved when the study is described in sufficient detail (including 
population sample, situation and time points, if relevant) that it is able to be repeated 
by the same or other researchers with similar results achieved (Asendorpf et al. 2013). 
Conversely, the less transparent researchers are about their study designs the less 
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replicable studies become (Asendorpf et al. 2013). Asendorpf and colleagues (2013) 
assert, “Replicability of findings is at the heart of any empirical science.” The 
processes of data collection and analyses of the medical record review have been 
sufficiently detailed to be replicated in a different study using a similar tool (refer to 
Chapter 3 section 6.1 & Chapters 4, 5 & 6).  
Generalisation occurs when statistical results can be applied to not only the study 
sample but also the wider population from which the sample was drawn (Field 2009). 
The findings of this study however may not be generalisable to other PIMH services, 
as health services and teams are developed to meet local needs with different aims 
and resources. This study, however, was not designed to gather data that could be 
generalised to other settings, rather the study was designed to explore and describe 
in-depth two specialist PIMH services. 
Qualitative data  
The criteria developed by Lincoln and Guba (1985) are generally accepted for 
qualitative research (Bryman et al. 2008). These include credibility, transferability, 
dependability and confirmability (Lincoln & Guba 1985).  
Credibility is often demonstrated in qualitative research by asking participants or 
experts in the field to review the findings (Cooney 2011; Houghton et al. 2013). I used 
my supervisory team and my post-graduate student group colleagues as experts with 
whom I discussed the themes in relation to each research question, as well as the 
additional data relating to the clinicians' experiences (refer to Chapter 6). Credibility 
is also enhanced when data is gathered and compared from multiple sources relevant 
to the research questions or phenomenon being studied (Houghton et al. 2013). In 
this study, I gathered textual data from multiple sources which provided a more 
complete picture of the PIMH service (refer to Table 4.2). Confirmations and contrasts 
between data are also important components for credibility (Houghton et al. 2013). 
These are demonstrated in Chapter Five in relation to the therapeutic interventions.  
The transferability of the findings relies upon thick description of the data to allow the 
readers to make informed decisions about data interpretation and whether it could be 
used in other settings (Houghton et al. 2013). In my published manuscripts and in this 
thesis, detailed descriptions of the research process and illustrations of raw data have 
been provided. The published manuscripts have also been subject to a peer-review 
process. Transferability is also dependent upon findings being meaningful in contexts 
outside of the study environment (Cooney 2011). The analysis of the data has 
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presented a conceptual understanding of Attachment Theory within the PIMH service 
model, with the meta-inferences drawing upon a Theory of Attachment Based 
Exploratory Interest Sharing (Heard et al. 2012) (refer to Chapter 9). This suggests 
that the notions that I have identified have already been used in other works and in 
similar populations, therefore the concepts from this study are transferable to other 
similar contexts. 
Dependability and confirmability are achieved by describing both the decisions made 
throughout the research process and how the interpretations of the data were arrived 
at (Cooney 2011; Houghton et al. 2013). Process decisions were documented in a 
note-book. NVivo was used to organise all qualitative data within the concepts derived 
from the directed content analysis. A spread of data was seen within each concept. 
(Refer to Chapter 3 section 7, Figure 6.1 and Chapter 8 for descriptions of the iterative 
process). 
Saturation of sampling was achieved as no new information was seen in the data 
when participant recruitment ceased (Collins 2010; O'Reilly & Parker 2012). 
Reflexivity is also an important aspect of qualitative research rigour which provides 
an awareness of where the researcher is situated (Thomas & Magilvy 2011). 
Throughout this thesis and in all the published manuscripts, I have provided a reflexive 
account about how my previous experiences may impact on my subsequent decisions 
and how this hazard was avoided. 
Mixing the data 
The mixing of data, or integration (described below), is an essential component of 
mixed methods research (Fetters et al. 2013). In this study, each data set and analysis 
were kept separate until the point of integration (Morse 2010). Integration allows 
inferences to be made by the combining of all data sets (Woolley 2009). Mixed 
methods matrices also assist integration and the identification of patterns in the data 
(Bazeley 2010). Matrices were developed (refer to Chapters 4 & 5 & Appendix 13) to 
demonstrate the relationship between data items and themes. Creswell and Plano 
Clark (2011: 267-268) have developed criteria to evaluate mixed methods research 
which I have used for comparison against this study (Table 3.2). 
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Table 3.2: The application of mixed methods criteria in this study 
 
Criterion  
 
Study application 
 
Both quantitative and qualitative 
data are collected 
 
Quantitative data - medical record-numeric data 
Qualitative data - participant interviews                             
                          - medical record-textual data 
 
Appropriate quantitative and 
qualitative data analysis 
techniques 
 
Quantitative data - descriptive statistics  
                            - inferential statistics 
Qualitative data - directed content  analysis 
                          - thematic analysis 
 
Integrates all sources of data to 
enhance understanding of the 
research problem 
 
Data have been compared and contrasted to 
enhance the findings. Matrices have been developed 
for engagement themes and the therapeutic 
interventions. The findings for each individual data 
component have been synthesised to form 
inferences. All inferences have been used to inform 
the meta-inferences in the Discussion. 
 
The mixed methods research 
design integrates all features of 
the study 
 
All components of the study have been used within 
the mixed methods design. 
 
The study is framed within 
philosophical assumptions 
 
The mixed methods design was guided by 
pragmatism. As the findings emerged Attachment 
Theory also provided a lens for interpreting the data. 
 
The final product uses terms 
consistent with mixed methods 
research 
 
Specific mixed methods terms such as integration, 
synthesis, inferences and meta-inferences have been 
used to convey the research. 
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The credibility of all aspects of the data was confirmed after a feedback session was 
conducted at each study site. The study participants, and other members of the PIMH 
teams, supported the study findings (refer to Chapter 9 section 5).  
3.7.4 Data integration 
Data integration, the fusion of the quantitative and qualitative components of a study 
(O'Cathain, Murphy & Nicholl 2010), is integral in mixed methods research (Fetters et 
al. 2013). The degree of fit of data integration represents the coherence of the findings 
(Fetters et al. 2013). Integration occurred in this study during the design, data 
analyses, interpretation and reporting phases: 
1. Integration at the design level occurred with the: 
 Convergent component. Both qualitative and quantitative data were 
collected simultaneously, which provided an opportunity for 
comparison of data, where data were analysed separately and then 
merged (Fetters et al. 2013); 
 Embedded component. The medical record-textual data were 
embedded or linked into the medical record-numeric data, which gave 
illustrative examples and greater insights into the quantitative numeric 
data; 
 Development of the medical record review tool (Appendix 7). This 
provided for the quantitising of the text. The quantitising or numeric 
coding of text transforms the text for statistical analysis (Creswell & 
Plano Clark 2011; Sandelowski, Voils & Knafl 2009). 
2. Integration at the data analysis level occurred with the: 
 Quantitising of qualitative data for: the type of contact between a 
clinician and a woman service-user (for example home or centre visit), 
the age of infant when the mother was discharged from the PIMH 
service, how the woman's discharge occurred (for example, mutually 
agreed, the woman was lost to follow-up (refer to Chapter 4), the 
therapeutic interventions used by the PIMH clinicians (refer to Chapter 
5), and collaboration between a PIMH clinician and another service 
provider (refer to Chapter 6). 
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3. Integration at the interpretation level occurred with the: 
 Comparison of all data (refer to Chapters 4, 5 & 6); 
 Identification of contrasts within the data (refer to Chapters 4 & 6). 
Comparing and contrasting the data allows for inferences to be made 
(Creswell & Plano Clark 2011) and finally meta-inferences (O'Cathain 
2010; Onwuegbuzie & Coombs 2010), and these provided a more 
complete picture of the phenomena, capitalising on the mixed methods 
design (Woolley 2009) (refer to Chapter 9); 
 Development of matrices of engagement themes and therapeutic 
interventions (refer to Chapters 4 & 5 & Appendix 13). Data matrices 
provide a visual display of the data which enhances comparisons and 
interpretation (Creswell & Plano Clark 2011; Happ et al. 2006). 
4. Integration at the reporting level occurred with the publication of three mixed 
methods papers from this study (refer to Chapters 4, 5 & 6) and the writing of 
this thesis. At the reporting level, narrative is used to weave the inferences 
and meta-inferences of both the qualitative and quantitative data (Fetters et 
al. 2013). The inferences and meta-inferences become greater than the sum 
of the individual parts (Woolley 2009), which are reported in detail in the 
Discussion, Chapter Nine. The 20 oral presentations on various aspects of the 
study also represent the reporting level of integration. 
3.8 Ethical considerations 
The ethical dimension of research is a fundamental aspect of the research 
governance process (Slowther, Boynton & Shaw 2006). Ethical considerations are 
important for mixed methods research designs as the researcher must ensure that 
informed consent has been given for all components of the data collection process 
(Hesse-Biber 2010). Women who are at risk of perinatal mental ill-health are a 
vulnerable population, as are any group with mental health issues, however the 
wellbeing of the infant is also an important consideration in this research (Miller 2009).  
Any harm to the mother, either perceived or real, may impact upon the mother-infant 
relationship, resulting in possible negative consequences for both the mother and the 
infant. 
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Ethical approval for this study was obtained from UWS and the Human Research 
Ethics committees at both data collection sites (Appendix 14). (The site specific 
Human Research Ethics committee letters of approval have not been included in the 
Appendices to maintain the anonymity of the sites and, therefore, the professionals 
who participated in the study). 
3.8.1 Consent 
Consent specifically refers to informed consent, which demands that: the participants 
have the right to be fully informed about the research, they can withdraw at any time, 
and no form of coercion will be used (Ryen 2007). Informed consent is a key function 
of all research due to the power imbalance between the researcher and the participant 
(Slowther et al. 2006). This power imbalance is more evident when participants 
experience a range of complex issues warranting reflection upon the principle of non-
maleficence (Horsfall et al. 2007; Miller 2009). To ensure that informed consent is 
obtained, the information must be accurate and clear, there must be time for 
questions, time given for participant reflection, and the individual must be competent 
to give consent (Slowther et al. 2006). 
All of the participants were informed, both verbally and in writing, about all aspects of 
the study; that they were free to withdraw at any time and that withdrawal would not 
affect their present or future relationship with their respective AHS or UWS. The 
participants were given opportunities to ask questions about the study, and questions 
were actively sought from the women service-users to ensure that they fully 
understood the study process. All of the participants had time to reflect upon the study 
before giving consent, as there were days and sometimes weeks between participants 
being informed of the study and being interviewed. The participant information sheets 
and consent forms were written in plain English; and all of the participants had a good 
understanding of English and were competent to give consent. 
Consent was not sought from the 233 women whose medical records were reviewed 
and who did not participate in an interview. The Ethics committees were asked to 
waive consent for this, as it was anticipated that the risk to these women by being 
involved in the study was very low as all data were de-identified. It was also requested 
that consent be waived due to the potential benefits to the larger community in terms 
of understanding the types of services and interventions that meet the needs of 
women at risk of poor perinatal mental health, of which little is known. It would also 
have been difficult to contact and obtain consent from women who had been 
discharged from the service more than two years previously. 
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The PIMH managers were verbally informed of the study during the initial telephone 
call and the follow up meeting I had to discuss the study and request the participation 
of the service as part of each AHS Human Research Ethics process. Further verbal 
information was provided when they were given the participant information sheet 
(Appendix 15). Once the managers had read the information sheet and consent form 
(Appendix 16) they were asked to sign the consent form and were subsequently 
recruited into the study.  
The PIMH clinicians were verbally informed of the study at a team meeting. Further 
verbal information was provided when they were given the participant information 
sheet (Appendix 15). Once the clinician had read the information sheet and consent 
form (Appendix 16) they were asked to sign the consent form and were subsequently 
recruited into the study.  
The key stakeholders were verbally informed of the study prior to the arranged 
interview time when they were given the participant information sheet (Appendix 17). 
Once the key stakeholder had read the information sheet and consent form (Appendix 
18) they were asked to sign the consent form and were subsequently recruited into 
the study. 
The women service-users were verbally informed of the study when I made the initial 
telephone call to them, after they had indicated that they were interested in the study. 
If a woman indicated she was interested in participating, a time and place was 
arranged for the interview. Further verbal information was given to the women at the 
time of the interview. Written information was provided to the women in the form of a 
participant information sheet (Appendix 19). Once the women had read the 
information sheet and consent form (Appendix 20) they were asked to sign the 
consent form and were subsequently recruited into the study. As well as consenting 
to be involved in the interview process, the women service-users also consented to 
the review of their medical records while they were a client of a specialist PIMH team. 
Women who chose to participate in a telephone interview were posted the information 
sheet and consent form with a stamped self-addressed envelope prior to the interview. 
The women were not informed of the $20.00 gift voucher prior to the interviews so 
that it would not be seen as a coercive means of gaining consent.  
All of the participant information sheets included the telephone number of the 
Executive Officer of the Human Research Ethics committee and the protocol number 
of the study in case a participant wanted to make a complaint or to enquire about 
ethics approval.  
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3.8.2 Confidentiality and anonymity  
Researchers are obliged to protect the identity of the participants and the location/s 
of the research (Ryen 2007). All of the participants (including the medical record 
review data) were given codes or pseudonyms to protect their identity. These codes 
and pseudonyms were used on all data, in all of the presentations and in all of the 
published papers. The codes and pseudonyms are recorded on my personal 
computer, to which only I have access. Participants’ names were present on consent 
forms and digital recordings. These documents, along with the hard copies of 
transcripts, have been placed in a locked cabinet and will remain there for five years. 
Likewise, the specific AHS where the research was undertaken was not included in 
any of the presentations or papers.  
The professional participants may perceive risks in the dissemination of the findings, 
as they may be concerned that their professional practice and their service are being 
scrutinised with potential negative consequences. At the time of the interviews I 
explained to the professionals that they may recognise themselves in illustrative 
quotes of interview or medical record textual data, and that it was unlikely that anyone 
else would recognise this text; although this was not entirely impossible due to the 
close nature of their work and the clinical reviews that the PIMH teams conduct. 
Specifically, the professional participants were informed that individual information 
would not be reported back to their managers or any other personnel in the health 
service. 
3.8.3 Prevention of harm and promotion of benefit 
Non-maleficence means that the researcher will do no harm (Ryen 2007). The 
obligation to doing no harm refers to the participants' as well as the researcher's 
responsibility for not spoiling the field so potential research participants are not 
dissuaded from participating in future research (Ryen 2007). All of the professionals 
were aware of support services available to them if needed, for example, their clinical 
supervisors and the Employee Assistance Programs, which are available in all health 
services in NSW. 
The women service-users were specifically informed that the study was about their 
experience as a client of a specialist PIMH service, and not about their personal 
history. They were also informed that if they experienced any emotional discomfort 
due to the interview I could organise support through the local community health 
centre. When I perceived that a woman was beginning to tell me about her personal 
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history, or any specific event not related to the PIMH service, I gently reminded her 
that she did not need to tell me this for the study, however if she wanted to continue I 
was happy to listen.  
Beneficence means to do good to or benefit another (Miller 2009). Participants in this 
study were informed that they may not personally benefit from the study. However, 
part of my aim for conducting the study was that the dissemination of findings would 
inform health professional practice and service design, which may in turn benefit other 
women in the future.  
3.8.4 Potential ethical dilemmas 
Ethical dilemmas can also present themselves to the researcher, especially when the 
research involves vulnerable populations (Dockett et al. 2009), such as the women in 
this study. In NSW, all health professionals are mandatory reporters to child protection 
services. Therefore, in discussion with my supervisors, a statement on the women's 
participant information sheet included the wording, "In the event of any disclosed child 
protection concerns or illegal activity, the researcher is obligated to discuss this with 
the research team and make a report to the relevant authority" (refer to Appendix 19). 
No behaviour of concern was observed or discussed during data collection. 
The place where the interview is conducted can have an impact on the information 
that is obtained. However, risks to the researcher also need to be considered (Fielding 
2007). When a home visit was requested I followed the guidelines of the AHS for 
conducting home visits. This generally included obtaining information about who 
would be at home during the visit, if any pets would be present, the street visibility of 
the premises and the accessibility of parking. In many AHS, health workers are also 
directed to have a buddy (someone who is aware of the time and place of the home 
visit and who is contacted at the completion of the visit), and are also directed to carry 
a mobile phone on their person with emergency numbers entered. I arranged for my 
principal supervisor to be my buddy when a home visit was requested and I carried a 
mobile phone with emergency numbers entered.  
3.9 Personal reflections on methodological issues 
The clinical information department at one site was located at the bottom of the 
hospital, through security doors, down a long corridor, past the loading dock and 
mortuary. The room for reviewing medical records was located behind two locked 
doors. It was small, with five desks set along one wall. The medical records that were 
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waiting to be reviewed or to be re-filed were arranged on the other two walls. There 
was only one telephone in the room, which was only able to make internal phone calls, 
and there was no mobile phone reception.  
For convenience, I often reviewed medical records at this hospital in the evenings. 
Although my study was not about the women's personal stories, I had to read and 
concentrate on all that was written to ensure I did not miss any relevant data. 
Clinicians' documentation styles vary greatly in both the depth and breadth of what 
they write, and some of the medical records contained lengthy descriptions. One 
clinician at this site wrote lengthy narratives about the women in her care, including 
IPV. I clearly remember a description of a young woman who had an infant and a 
toddler and who was unsure of her safety with her ex-partner. One evening, she left 
her children at her mother's house for safety and went home alone in case her ex-
partner came over to see her, as he had previously been very violent in the home.  
At the completion of an evening visit to the clinical information department, I was 
always very keen to return home. If I had read any details about IPV, I thought about 
calling my principal supervisor on the way home to debrief, but I never did as it was 
already late and I did not want to prolong my evening. However, my experience of 25 
years as a nurse and a midwife in a variety of clinical settings helped me to reflect 
and process my experience of reading detailed descriptions of women living in fear. 
After data collection had been completed, I was able to discuss this experience with 
my supervisors and I gave a reflective presentation at a research student meeting. 
This experience has taught me that reviewing or auditing medical records is not a 
benign activity. The implications for reviewing or auditing medical records, therefore, 
are that these should not be done alone or in isolation. 
More importantly, this experience has provided me with an opportunity to reflect and 
empathise not only with the women who experience IPV and the support that they 
need, but also with the clinicians who strive to support the women. Vicarious trauma 
is described as progressive traumatisation by empathically engaging with an 
individual who is disclosing a traumatic event (Pack 2014). I wondered if and how the 
clinicians were adequately supported to work in such emotionally challenging 
environments. 
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3.10 Reflexivity 
Reflexivity is necessary for all research, but particularly for qualitative research, as it 
is through the subjective lens of the researcher that knowledge is produced from 
encounters with individuals (Pink 2007). It is therefore imperative that qualitative 
researchers be aware of their own experiences, knowledge and assumptions that 
inform their interactions with participants and the interpretation of any data collected 
(Hesse-Biber 2010; Pink 2007). Reflexivity enhances rigour in qualitative research 
designs and should inform all stages of the research process (Delamont 2007). 
As outlined in the Introduction of this thesis, I had previously worked as a PIMH 
clinician, albeit for a short period of 10 months, prior to commencing this study. None-
the-less this experience has influenced my knowledge and assumptions of a PIMH 
service. Having some knowledge of the community to be researched can be an 
advantage; however it can also be viewed with scepticism due to the interpersonal 
dynamics that may impact the research (Walker, Read & Priest 2013). A close 
connection with other empirical researchers is important in keeping the researcher 
grounded (Gold 2001; Burns et al. 2012). Regular contact with my supervisors have 
kept me grounded in the data as they questioned any assumptions that I may have 
had. I have also provided personal reflections throughout this thesis in relation to the 
processes of conducting this study. 
3.11 Conclusion 
Mixed methods research designs combine both quantitative and qualitative methods 
of data collection and analyses which result in inferences and meta-inferences 
(Creswell & Plano Clark 2011; Tashakkori & Teddlie 2010). Integration is a key 
component of mixed methods research, and can occur at a number of levels (Fetters 
et al. 2013). 
In this chapter, I have presented mixed methods as an appropriate methodology for 
this study. Pragmatism and the interactive continuum of quantitative and qualitative 
research designs have guided this study. Data collection, analysis, integration and 
ethical considerations have been discussed in detail. The application of rigour has 
been described as well as the role of reflexivity and personal research reflections.  
In the following four chapters (4, 5, 6 & 7), I will describe the findings of this study. 
Specifically, in Chapter Four, I will present the published paper "Engaging women at 
risk for poor perinatal mental health outcomes: A mixed methods study". This paper 
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reports the strategies that PIMH clinicians use to engage women with complex needs, 
answering research question two. 
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CHAPTER 4: ENGAGING WOMEN AT RISK FOR 
POOR PERINATAL MENTAL HEALTH 
OUTCOMES 
 
Myors, K.A., Johnson, M., Cleary, M. & Schmied, V. (2015). Engaging women at risk 
for poor perinatal mental health outcomes: A mixed methods study. International 
Journal of Mental Health Nursing, 24: 241-252. DOI: 10.1111/inm.12109 
4.1 Publication: Relevance to thesis 
Chapter Four includes the publication, "Engaging women at risk for poor perinatal 
mental health outcomes: A mixed methods study". The paper describes the strategies 
that PIMH clinicians use to engage women in the PIMH service who are identified as 
having complex needs in the perinatal period. Understanding how women at risk of 
poor perinatal mental health outcomes are engaged in PIMH services can assist 
clinicians and managers to promote effective engagement strategies and, thereby, 
support positive outcomes for women and their infants. 
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4.2 Conclusion 
In Chapter Four, I have presented the first chapter reporting the findings of this mixed 
methods study as a published paper, "Engaging women at risk for poor perinatal 
mental health outcomes: A mixed methods study". The main strategies that PIMH 
clinicians use to engage women in the perinatal period who have complex needs in 
specialist PIMH services have been described. In Chapter Five I will present the 
second chapter on the findings of the study about the therapeutic interventions that 
PIMH clinicians use when working with women at risk of poor perinatal mental health 
outcomes.  
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CHAPTER 5: THERAPEUTIC INTERVENTIONS 
IN PERINATAL AND INFANT MENTAL HEALTH 
SERVICES 
 
5.1 Introduction 
Chapter Five is divided into two parts. In the first part I present the published 
manuscript, "Therapeutic interventions in perinatal and infant mental health services: 
A mixed methods inquiry". In this paper, the data from the quantitative analysis of the 
interventions that PIMH clinicians documented in the medical records are presented. 
Data from the directed content analysis of the interviews, and textual illustrations from 
the medical records pertaining to therapeutic interventions, are also included. 
In the second part of the chapter, I report the therapeutic interventions that PIMH 
clinicians use from the thematic analysis of the clinician interview data. In this data, 
the clinicians spoke about their broader role, with a specific focus on their relationship 
with the mother and the attachment between the infant and the mother.  
5.2 Part A - Publication 
Myors, K.A., Schmied. V., Johnson, M. & Cleary, M. (2014). Therapeutic interventions 
in perinatal and infant mental health services: A mixed methods inquiry. Issues in 
Mental Health Nursing, 35: 372-385. DOI: 10.3109/01612840.2013.873100 
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5.3 Part B - "To Hold": Modelling a secure-base for 
women engaged with specialist perinatal and 
infant mental health services 
Introduction 
In this second part of Chapter Five, I report on the thematic analysis of the clinicians' 
interview data with regard to the therapeutic interventions that they use. As detailed 
in Chapter Three, six clinicians were interviewed across the two study sites. In these 
interviews clinicians were asked to describe in detail the interventions, therapies or 
approaches they used when working with women and families, for example, "What 
services or interventions do you provide/use for the women you see?" 
These data were analysed thematically (refer to Chapter 3). One main theme, 
"modelling a secure-base", and three supporting themes, "enhancing reflective 
capacity", "enhancing emotional regulation" and "enhancing empathy" were drawn 
from the data. Illustrative examples from the medical record textual data have also 
been included. In some instances, additional wording has been added in square 
brackets to aid interpretation. Pseudonyms have been used to protect the identity of 
the women service-users; the professionals and medical records are represented by 
code numbers (P = PIMH professional, S = key stakeholder, MR = medical record).  
Modelling a secure-base  
The perinatal period was seen as a "window of opportunity" (P2) by clinicians to 
enable them to work with women who were identified with complex needs. All of the 
clinicians reported that their service was based upon Attachment Theory and, 
therefore, their aim was to model being a secure-base for the women, as one clinician 
stated, "you need to hold these women" (P3) emotionally. The clinicians described 
the secure-base as, "being predictable, available, consistent, clear about saying what 
we mean and meaning what we say" (P2). The importance of modelling a secure-
base was emphasised by clinicians as they reported that many of the women had 
experienced previous negative life events, including childhood trauma, and therefore 
may not have experienced positive relationships to draw upon, as described by one 
clinician: 
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By modelling a secure attachment the aim is that the mothers can take that 
model and then use it with her own infant ...  It's usually very different from 
any relationship that the mothers we see have ever had. (P2) 
The clinicians also hoped that by modelling a positive relationship with the women 
they may be able to stop the ongoing trajectory of poor relationships within families: 
... what we’re trying to do is stop that intergenerational transmission of mental 
health issues. And so the way you do that is by working with the relationship. 
... babies ... don’t grow and develop by themselves. They ... have a relationship 
with someone else ... that’s the relationship that puts them on the pathway to 
where they're going to go and how they're going to do it ... So ... it’s about 
relationship ... (P5) 
While the main aim for modelling a secure-base was to enhance the mother-infant 
relationship, clinicians also used modelling to demonstrate a supportive adult 
relationship, which the mother could use with her other adult relationships as well: 
... the relationship becomes a model of a way of relating that [the mother] ...  
could take outside of our therapy and be able to do that with other people and 
get support from others. (P3) 
One clinician summarised modelling a secure-base in terms of "being held" and "being 
with", as described below, 
I think a lot of these women have not had the experience of being held ... [for] 
a lot of these woman I think nobody has been with them in their experience. 
Or as small children they [were] emotionally abandoned by their parents, so 
they've ... suffered alone in a lot of their feelings. So it's ... having that 
experience of being held and somebody being with you in whatever your 
experience is. (P3) 
When the key stakeholders (midwives and a social worker) were asked about the 
PIMH service model of care they did not articulate it in terms of Attachment Theory, 
however they all acknowledged that the PIMH clinicians worked within a relationship-
based model. As described below: 
...  to establish a relationship that’s a trusting relationship, that’s not going to 
abandon [the women], and that is going to see them through their tough 
times and ... support them ... (S3) 
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Modelling a secure-base was documented twice in the medical records for example, 
(Client) feeling guilty because thinks she hasn’t been available for her children. 
I discussed with (client) the importance of modelling behaviour that informs the 
children that she is available & can support them. (MR024) 
Participating clinicians identified and described three key aspects that comprise or 
characterise the concept of modelling a secure-base: enhancing reflective capacity, 
enhancing emotional regulation and enhancing empathy. 
Enhancing reflective capacity 
Enhancing the reflective capacity of the mother was about the mother being able to 
reflect upon her past life experiences and how these experiences may impact on her 
current emotions and behaviours: 
The idea of mentalising or reflective capacity ... to be able to think about how 
the other person's feeling and also to link the past to the present ... that's what 
I do for the patient in the therapy. Eventually you see that people can do it for 
themselves. (P2) 
 Enhancing reflective capacity was also about the mother learning, through the 
clinician's modelling, to be able to reflect back or "mirror" what the baby may be 
experiencing: 
You're enhancing their mentalising. So just as a parent needs to reflect back 
to the baby what it's feeling by words or facial expressions ... to be like a mirror 
for the baby ... as a therapist ... we're doing that for the parent. So reflecting 
back to the parent their experience because sometimes they can't  make 
sense of it. So you mentalise for the parent who then hopefully can do it for 
themselves and the baby. (P3) 
By increasing "maternal-reflective functioning, so that [the mother is] ... in a better 
place to be able ... [to] connect with her infant" (P7), the mother-infant relationship is 
also enriched. Enhancing the reflective capacity of the mother was documented four 
times in the medical records. For example, 
(Father of baby) [not living together] came over the weekend. (Baby) “played 
up” a lot while he was there. Reflected on (baby’s) experience of the house 
changing & having to “share” her mum. (MR011)  
and 
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During the play session, described feeling fed up, fatigued and unhappy when 
playing [with] the children. I asked (client) about her experiences of play – after 
[her mother's] death [she] was cared for by two different families and as a child 
had to do household tasks. Play was forbidden and if caught playing [she] was 
punished. As a child [she] frequently felt tired, fatigued and "fed up". [She had] 
few positive experiences of comfort and nurture from adults, often no food. 
[She] describes still feeling jumpy & scared [with] loud noises/shouting, etc. 
We discussed how past childhood feelings/experiences may impact/get in the 
way of how she interacts and experiences her sons. (MR072) 
Enhancing emotional regulation 
Clinicians also talked about the emotional state of the women and how their role is to 
support the mother to be emotionally stable and consistent with her infant, 
[part of our therapy is] working towards getting the woman so that she is in a 
really good space with her mental health, so that she can be available for her 
baby, and have an ongoing positive relationship with her baby. (P5) 
One clinician reflected on the assessment processes conducted by the midwives (the 
antenatal psychosocial assessment) and the PIMH clinicians. She expressed concern 
that both processes focus on the negative aspects of a woman's life, with minimal 
documentation about positive factors or resilience, 
Our assessment can leave [the woman] quite down. If you talk to everyone 
about all their issues in their life, it can make it seem all pretty overwhelming. 
So I try to end every session with something protective, like the strengths they 
have ... – and how well they’re doing – but it’s got to be genuine ... I don’t like 
people to walk away feeling down, because it’s a negative experience for them. 
You have to somehow get them to walk away with hope. (P1) 
Enhancing emotional regulation was documented eight times in the medical records. 
For example, 
[Discussed with] (client) that she needs to act like a container to provide the 
strength for her children but also contain her negative sense of self & not to 
allow it to spill over. (MR014) 
 and 
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We discussed (client’s) cycle of thinking leading to thoughts of deliberate self 
harm [sic]. Feels [negative] thoughts about herself. Weight gain, feels alone, 
thinks about cutting. Finds distraction helpful. Worries about being unable to 
stop the baby crying, not knowing how to soothe her baby. We discussed how 
(client) finds it difficult to manage her own emotions so understandably having 
to be with a crying baby will present challenges. (MR113) 
Enhancing empathy 
Enhancing empathy was similar, but was described with subtle differences, to 
reflective capacity. Reflective capacity referred to the mother being a "mirror" for the 
infant's emotions as well as the mother's ability to reflect about her past experiences 
and how they may continue to influence her thoughts and behaviours. Empathy is 
about thinking about the baby from his/her experiences and perspectives, 
Empathy building ... [is] about getting them to look at what the baby 
 might be experiencing, so ... during pregnancy what the baby might 
experience, and then what the baby might experience once they're born and  
how that might be different and how to get them to emulate, for the baby, that 
experience once they've been born ... (P5) 
One clinician stated that enhancing empathy is a crucial therapeutic intervention that 
PIMH clinicians use: 
So getting [the mother] to think about things from the baby's point of view is 
probably the biggest intervention we do ... Highlighting the child and that 
they've got their own perspective and feelings on the world already. (P2) 
Enhancing empathy was documented four times in the medical records. For example, 
(Client) reported that despite feeling calmer in herself, she does get frustrated 
with (baby) when he cries. Further exploration revealed that (client) felt like 
having space at times and when (baby) cried she felt overwhelmed with 
responsibility ... Discussed in terms of adjustment and learning to compromise. 
How (baby) might be feeling on certain occasions (i.e. when crying after being 
out shopping for hours) was addressed. (Client) identified that he might feel 
tired, hungry, frustrated and need certain things from her. Praise and 
encouragement provided for identifying same. (MR088) 
It is also noteworthy that the clinician documented her role in taking a strength-based 
approach, providing positive feedback to the woman. 
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One clinician reflected on a satisfying aspect of their work when women were able to 
be reflective and empathic when discussing their infants, 
Seeing these women develop relationships with their babies that you know 
wouldn’t have happened without the intervention from the team. We know that 
they wouldn’t have developed that level of insight and that level of empathy to 
be able to sit and say "Oh wow I wonder how she thinks about it", meaning the 
baby ... and that’s probably the most satisfying part of my job, is to see them 
develop that empathy and that insight ... (P5) 
The women service-users were also asked about the interventions that they received 
as a client of a PIMH service. Most of the women were unable to clearly articulate 
what the clinicians did, it was clear however that the focus of the relationship between 
the woman and the clinician was paramount (refer to Chapter 7). 
5.4 Conclusion 
In this chapter, I have presented the therapeutic interventions that PIMH clinicians 
use in two parts. In the first part, I reported the findings from the quantitative and 
directed content analyses of the data. This was presented in the manuscript, 
"Therapeutic interventions in perinatal and infant mental health services: A mixed 
methods inquiry". In the second part of the chapter, I presented the findings from a 
thematic analysis of the PIMH clinicians' interview data with illustrative quotes taken 
from documentation in the medical records. The importance of the application of 
attachment-based work is discussed in detail in Chapter Nine, the Discussion.  
Chapter Six includes the publication, "A mixed methods study of collaboration 
between perinatal and infant mental health clinicians and other service providers:  Do 
they sit in silos?" In this paper, I report the collaborative practices between PIMH 
clinicians and other service providers. While the next chapter discusses collaboration, 
it is important to understand women's experiences of the therapeutic interventions 
used by the PIMH clinicians, which is addressed in Chapter Seven. 
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CHAPTER 6: A MIXED METHODS STUDY OF 
COLLABORATION BETWEEN PERINATAL AND 
INFANT MENTAL HEALTH CLINICIANS AND 
OTHER SERVICE PROVIDERS: DO THEY SIT IN 
SILOS? 
 
Myors, K.A., Cleary, M., Johnson, M. & Schmied, V. (2015). A mixed methods study 
of collaboration between perinatal and infant mental health clinicians and other 
service providers: Do they sit in silos? BMC Health Services Research, 15: 316. DOI: 
10.1186/s12913-015-0977y 
6.1 Publication: Relevance to thesis 
Chapter Six includes the paper, "A mixed methods study of collaboration between 
perinatal and infant mental health clinicians and other service providers:  Do they sit 
in silos?" In this paper, I report the collaborative practices between PIMH clinicians 
and other service providers who work with women during the antenatal period. 
Collaboration is an important aspect of clinical work as it streamlines information and 
referral pathways (Psaila et al. 2014a), enhances outcomes for individuals (Schmied 
et al. 2010) and is increasingly being written into service policies (for example, NSW 
DoH 2009).  
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6.2 Conclusion 
In Chapter Six, I have presented the findings of this mixed methods study as a 
published paper, "A mixed methods study of collaboration between perinatal and 
infant mental health clinicians and other service providers: Do they sit in silos?" The 
collaborative practices of the PIMH clinicians have been described from the 
perspectives of the PIMH clinicians and the key stakeholders. Chapter Seven includes 
the final published paper, "'My special time': Australian women's experiences of 
accessing a perinatal and infant mental health service".  
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CHAPTER 7: 'MY SPECIAL TIME': AUSTRALIAN 
WOMEN'S EXPERIENCES OF ACCESSING A 
SPECIALIST PERINATAL AND MENTAL 
HEALTH SERVICE 
 
Myors, K.A., Schmied. V., Johnson, M. & Cleary, M. (2014). 'My special time': 
Australian women's experiences of accessing a specialist perinatal and infant mental 
health service. Health and Social Care in the Community, 22 (3), 268-277. 
DOI:10.1111/hsc.12079 
7.1  Publication: Relevance to thesis 
Chapter Seven includes the published paper, '''My special time': Australian women's 
experiences of accessing a specialist perinatal and infant mental health service". This 
paper describes the experiences of the 11 women interviewed who engaged with one 
of the specialist PIMH services.  
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7.2 Conclusion 
In Chapter Seven, I have presented the last published paper in this thesis, '''My special 
time': Australian women's experiences of accessing a specialist perinatal and infant 
mental health service". In this paper I described the experiences of women who were 
identified as being at risk of poor perinatal mental health outcomes, and who engaged 
with a specialist PIMH service. This is an important paper as it adds to the scant 
literature that reports women's experiences of mental health services. In Chapter 
Eight, I will present the final findings chapter and report the PIMH clinicians' 
experiences of working in a specialist PIMH service.  
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CHAPTER 8: "TO BE HELD": CLINICIANS' 
EXPERIENCES OF WORKING IN A PERINATAL 
AND INFANT MENTAL HEALTH SERVICE 
 
Introduction 
During the interviews the clinicians reflected on what it meant to them to work in a 
specialist PIMH service. In this chapter, I report the findings of the thematic analysis 
of the PIMH clinicians' interview data related to their experiences of working in a 
specialist PIMH service.  
One main theme, "To be held" and four sub-themes, "Emotionally challenging work", 
"Holding myself", "Support from colleagues and management", and "I love my work" 
have been identified. The main theme, "To be held" describes the support that the 
clinicians report that they need, framed within Attachment Theory. The first sub-theme 
reports how the clinicians perceive their work and why they need support. The second 
and third sub-themes describe the types of support that the clinicians identified that 
they need. The fourth sub-theme describes how clinicians experience their work when 
they feel supported. 
The clinicians described the women they worked with as being “vulnerable”, because 
they are “pregnant" and are at risk of mental ill-health. The clinicians' therefore see 
the PIMH service as a specialist "early intervention, prevention ... [service to] ... give 
the baby the best outcome [possible]" (P2). As described in Chapter Five, the 
clinicians have identified that their main role is to promote a positive mother-infant 
relationship and specifically a “secure attachment” (P2) between the infant and the 
mother. As one clinician described, 
[Supporting the women] in such a way that their mental health can be ... in 
such a place, … that they have the best relationship that they can possibly 
have with their infant. (P5) 
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The clinicians acknowledged that it is often difficult for women with risk factors to 
“engage with you, [as it] is a huge leap of faith for them ..." (P6). This is particularly so 
for many women who have had previous negative experiences with health services, 
as described by one clinician: 
[Many women are] service-jaded and suspicious ... they're so used to ... having 
something very quick, and brief, and then being sort of spat out and sent on 
their way. (P7) 
To Be Held 
The clinicians spoke openly about their role, and were overwhelmingly positive about 
working in the PIMH service, as one clinician stated, "I love it! I love the work, I really 
love what I do with the women, and I really love seeing the results" (P5). However, to 
support the women and families, the clinicians recognised they need support 
emotionally from colleagues, from management, in clinical supervision, and with 
resources. As one clinician described, 
You have to attend to your own emotional experience before you can ... work 
with other people properly and effectively ... [Because we] deal with some 
really complex families … you need to be held yourself. (P3) 
Emotionally challenging work 
Clinicians described their work as being emotionally challenging and therefore they 
need "to be held" emotionally themselves. The emotional challenges were described 
in the context of mothers being unable to make the changes needed to develop a 
positive relationship with their infant, as one clinician reported,  
Some parents just can’t do it, and that’s heartbreaking, they can’t get to be  
good enough ... So that’s always hard, because you know that they want to ... 
(P7) 
Clinicians also find it emotionally challenging when they have to juggle the competing 
needs of both the mother and the infant, as one clinician described, "[managing the] 
two agendas ... [of the] mother's perspective and the baby's [which are at times] in 
conflict with each other" (P2). Clinicians also reported the emotional challenges of 
listening to mothers describe their infants in negative terms and the harsh discipline 
the mothers sometimes use, 
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It can be very painful hearing the awful side of humanity, terrible things that 
people go through and terrible things that they're also capable of doing, and 
that's never fun (P2). 
One clinician described an incident and the impact on her: 
Hearing a mother in the last couple of weeks, who's very frustrated with her 
daughter's inability to go to sleep on her own, so she's using fairly harsh 
punishment around her daughter ... at one stage she was putting her outside, 
... because she keeps getting up, she's three, ... she was being punished for 
that.  It was incredibly difficult to have to hear and to think about how you can 
help her to see things differently because as annoying as that little girl might 
be being to her mum, she's got a need that she's trying to express for whatever 
reason, it's very unsafe or scary for her to go to sleep at the moment.  (P2) 
At times, clinicians feel helpless because some infants and children are living in 
unsafe home environments despite the support that they try to give to mothers. 
Perinatal and infant mental health clinicians are mandated to report child protection 
concerns to statutory child protection services, however a child protection report does 
not always lead to any action, as one clinician explained: 
You can see that they're not getting there, and there’s no action from the family 
and [child protection services] … it's that helplessness … that’s probably 
familiar to lots of people … to have to walk out of a home, and leave children 
in something that’s not safe, because nobody else is doing anything about it ... 
and it’s not our job to do something about it, apart from tell people. (P7) 
The clinicians also reported positive emotions from their work as they witnessed 
beneficial changes. One clinician became teary as she reflected, "seeing the 
relationships develop ... and the families change [is incredibly rewarding]" (P7). 
Holding myself 
The clinicians acknowledged that they have responsibility in being able to emotionally 
"hold" or provide support for themselves. The clinicians reflected that they must have 
appropriate education and be willing to undertake specific training, "[especially to 
gain] an understanding of Attachment Theory [and the mother-infant] relationship" 
(P5). Knowledge and skills in other areas such as infant and child development, 
communication skills, assessment skills, mental health and midwifery were also seen 
as being beneficial. 
CHAPTER 8: CLINICIANS' EXPERIENCES 
 
126 
 
Having time for clinical supervision relies upon management support and, as one 
clinician explained, each clinician has to personally value clinical supervision. She 
described clinical supervision as bridging the gap between practice and theory: 
Having ... adequate supervision ... [helps] make sense of how you're working 
and what you're doing ... because you're working in isolation with really 
vulnerable families in their homes ... you can do your certificate or your 
diploma, and have learnt in a book, but have not integrated it clinically ... For 
me the only space to do that is in supervision, ... the foundation has to be the 
supervision and then however you got your experience ... is fair ... (P6)  
Irrespective of any training or clinical supervision, clinicians believed that they need 
to have "passion [to work in PIMH, as families] can feel very quickly of where you sit, 
in terms of mental health and ... parenting" (P6) and families can tell whether clinicians 
are supportive or judgemental of them. Clinicians also described being strength-
focused, to leave families with a positive experience, especially as the service is 
voluntary and women can discharge themselves at any time, as one clinician reported,  
Whenever I see someone, potentially that’s the last time I’ll meet with them, so 
what am I leaving them with? And my hope would be to not be fearful of a 
service. So even if that’s the last time I’ve seen them that it’s been an 
interaction and a conversation that hasn’t made them felt wary or defended. 
(P6) 
One clinician also talked about the need to have "hope" (P1) that families are capable 
of change, because without any hope it is easy for clinicians to "burn out" (P1). 
Clinicians also need to have hope and be able to instil hope for the women and 
families that change is possible: 
I think that all parents ... want to do the best job for their babies so that no 
matter where they've come from, what they've done in the past that this is a 
glimmer of hope ... that they can make changes in their life and I think it's lovely 
to be a part of that and to help them kind of come out with maybe the best parts 
of themselves, to then be able to do the best thing for their baby. (P2) 
Support from colleagues and management 
To work therapeutically in emotionally challenging situations the clinicians recognised 
that they need a supportive environment and to refrain from working in isolation, as 
one clinician stated, "To provide a really quality service [is] ... not going to happen 
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when people are on their own" (P3). All of the clinicians described the benefits of 
being in a team, as opposed to working as a sole PIMH clinician, which is the model 
in some health areas. The team milieu provides opportunities to debrief and to review 
clients with their colleagues. Clinicians are able to give each other emotional support 
as they have "a shared understanding" (P6) of the work. As one clinician described 
the collegial support: 
One clinician doesn't hold the clients ... we're all together ... in managing [the 
women] which I think is so crucial in being able to survive ... [and being] very 
mindful of each other [that] this is a hard job at times and that we check in a 
lot. (P2) 
Management support is needed to ensure the clinicians have access to and time to 
attend clinical supervision, which they believe is critical to help them "get through" 
(P2) the emotionally challenging parts of their work. Some clinicians, however, 
reported difficulty in finding someone suitable to provide clinical supervision "within 
the system who has the skill set ... [to provide] mother-infant supervision" (P7), 
prompting some clinicians to access private supervision which they self-fund. 
Support from colleagues and management is also needed when working with some 
of the other services, as they do not always work together with a shared goal and 
understanding of the woman and infant. The PIMH clinicians reported that at times 
they feel they are competing with other professionals and services and experience a 
"lack of understanding, lack of compassion ... from the broader services, … [which is] 
frustrating ... and disappointing ..." (P6). As highlighted in Chapter Six, clinicians 
talked about professionals in other services who prefer to work independently rather 
than collaborate. One clinician specifically referred to child protection services and 
difficulties that she had experienced: 
[Child protection services] can have this whole plan about your client that you 
just have no awareness of ... and that can be particularly difficult if we’re ... 
trying to increase maternal-reflective functioning, so that she’s ... in a better 
place to be able ... [to] connect with her infant, and they're planning to take the 
infant away ... And we don’t know. So that can be particularly difficult, and it 
feels like we’re ... perpetrators of the abuse [as well]. (P7) 
For clinicians, "to be held" also meant having adequate human and physical 
resources. One clinician was adamant that there is a "lack of resources ... even though 
we’ve got more than everyone else, it’s still not enough" (P5), which at times has a 
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negative impact on women engaging with the service. One of the resource 
deficiencies is the availability of cars to attend home visits. Without access to cars, 
clinicians rely upon women attending the centres for appointments; however many of 
the available rooms are not family friendly and lack toys for other children who have 
to attend. Cars are also needed to attend combined team meetings (as the clinicians 
work across sites), as well as meetings with other services. 
In recent times one of the teams had to access consultation rooms in the acute mental 
health unit and use the waiting room with the adult mental health clients. One clinician 
stated she stopped using the facility, as women with infants had been alarmed by 
what they had witnessed, 
[Women have been] frightened by the kind of clients that come here - and 
there's [been] a number of violent incidents ... in the waiting area [as well] ... 
and I don't think it's appropriate for mums and babies. (P3) 
Adequate human resources are needed to meet the number of referrals to the PIMH 
service. When referrals exceed resources and clinicians have to decline the referral, 
the clinicians often feel a "level of conflict, angst, defensiveness with other teams ... 
to justify ... decisions" (P1), especially if a woman with similar risk factors had been 
accepted into the PIMH service previously. Increased human resources are also 
needed to increase the length of engagement beyond 12 months post birth: 
For some women they don’t need to stay with the service, but ... [for] some 
women ... we’ve come from this point to get to this point where things are really 
improving ... Mum's developing some great insight, mum's developing some 
really beautiful ways of relating with this baby, and then we have to discharge 
them ... (P5) 
I love my work 
Clinicians reported that they feel privileged and very satisfied at being able to support 
women during the perinatal period, as women are "open to making changes ... to be 
the best parents they can be ..." (P7). Witnessing the women gain "confidence in 
themselves, ... their faith and their strengths and who they are, ... their capacity as a 
parent, and then when the relationship with the child took off" (P6) is especially 
rewarding. Clinicians also find their work rewarding when women are discharged 
because they "don’t need you anymore ... (laughs) … when they feel that they can do 
it without a service to support [them]" (P7). One clinician reflected on a woman she 
had recently discharged: 
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She had a very significant mental health diagnosis ... and when I first met her 
she was very standoff-ish about "I don’t want to be with mental health," ... in 
her evaluation of the service she actually said things like, "I thought it was 
rubbish ... I didn’t know what she wanted to do, why she wanted to see me, I 
was very suspicious of her," and she wrote in the end that had she not been 
involved in this service, she wouldn’t have had the delight of being able to 
experience her little girl as she did ... So that’s the sort of stuff that makes my 
job worthwhile – ohh, makes me all teary ... (P5) 
Conclusion 
In this chapter, I have presented the findings of a thematic analysis of the data from 
the interviews with PIMH clinicians in relation to their experience of working in a 
specialist PIMH service. One main theme, "To be held", and four sub-themes, 
"Emotionally challenging work", "Holding myself", "Support from colleagues and 
management", and "I love my work" were identified. The themes reflect the support 
that the clinicians need in order to work therapeutically with women and families who 
have complex needs, as well as the satisfaction and rewards that they gain from 
working in a specialist PIMH service.  
In the next chapter, Chapter Nine, I discuss the findings or inferences of this mixed 
methods study, including the meta-inferences of the findings. The Discussion is the 
final chapter of this thesis.  
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CHAPTER 9: DISCUSSION 
9.1 Introduction 
In this chapter, I discuss the findings of this mixed methods study of specialist PIMH 
services. I commence by providing an overview of the study findings and I discuss the 
value of a mixed methods approach. I also take the opportunity to highlight how the 
data from different datasets have been integrated to address the research questions. 
The main focus of the discussion are the meta-inferences of the findings. In mixed 
methods research, meta-inference refers to the integration of findings or inferences 
from all data from the study, not just the individual components, and reflects the 
synthesis of qualitative and quantitative research processes (Creswell & Plano Clark 
2011; Onwuegbuzie & Coombs 2010; Tashakkori & Teddlie 2010). The meta-
inferences are therefore made at the conclusion of the study, and provide a coherent 
conceptual framework that addresses the research questions (Woolley 2009). The 
findings from this study demonstrate the central place of Attachment Theory in the 
specialist PIMH service model. The meta-inferences that I present in this discussion 
chapter progress from being informed by Attachment Theory to the application of a 
Theory of Attachment Based Exploratory Interest Sharing (TABEIS) (Heard, Lake & 
McCluskey 2012). In this chapter, I also address issues related to knowledge 
translation, implications for practice, further research, the study strengths and 
limitations and the final reflection on my research journey. 
The aim of this study is to explore specialist PIMH services. When the study 
commenced, two sites in NSW were chosen (one metropolitan, the other regional) 
where the PIMH services had been established for approximately 10 years. To 
achieve these aims, a convergent, embedded, mixed method design was used. Data 
collection involved reviewing 244 medical records of women who had been referred 
to a PIMH service between January 2010 and December 2011, interviewing six PIMH 
clinicians, two PIMH managers, five key stakeholders (four midwives and one social 
worker) and 11 women who had engaged with one of the PIMH teams.  
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9.2 Study findings: An overview 
9.2.1 The value of a mixed methods research design 
Mixed methods research designs use the strengths of both qualitative and quantitative 
data collection techniques and analyses to enhance understanding of the research 
problem (Creswell 2009; Hesse-Biber 2010; Ridenour & Newman 2009; Woolley 
2009). Mixed methods studies combine or integrate different types of data at a 
predetermined stage within the research process (Halcomb et al. 2009; Creswell, 
Fetters & Ivankova 2004). The integration of the qualitative and quantitative data 
enhances the research findings or inferences (Bryman 2006) as new findings emerge 
which would not have been observable if only one type of data had been collected 
(Andrew et al. 2008). Pragmatism embraces all research methods to find truth (Feilzer 
2010), and was therefore chosen as the theoretical framework to guide this study 
design. 
The mixed methods design for this study has provided data about the demographic 
characteristics and risk factors of women who are referred to the PIMH services, as 
well as the perceptions and experiences of the PIMH clinicians and managers, key 
stakeholders and women service-users. Mixed methods research also provides the 
opportunity to confirm and to complement data from different sources, as well as to 
identify contrasts or conflicts within the data (Bryman 2006). 
The initial directed content analyses (Hsieh & Shannon 2005) of the qualitative data 
from the interviews with the PIMH clinicians confirmed the interventions identified by 
the descriptive analyses of the quantitative medical record review data. A further 
thematic analysis (Braun & Clarke 2006; Green et al. 2007) of the clinicians' data, 
however, identified contrasting views about the interventions initially described. The 
thematic analysis of the clinicians' interview data identified that the clinicians focus on 
the mother-infant relationship and that their main intervention is to model a secure-
base. This concept was not evident in the medical record documentation. This 
provides a more complete picture of the interventions that the clinicians use in their 
work, highlighting that attachment work is somewhat invisible and difficult to articulate 
and document. 
Contrasting data was also identified in regard to collaborative practice. The 
participating clinicians perceived that they collaborate well with other service 
providers. However, this contrasts with what was recorded in the medical records and 
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the interview data with the key stakeholders who described minimal collaboration with 
the PIMH service.  
The qualitative data from the interviews with the clinicians and the women service-
users also provide additional information about the experiences of clinicians working 
in a specialist PIMH service and of the women who engaged with a PIMH service. 
These data provide a more holistic view of the PIMH service.  
9.2.2 Overview of findings 
This study has identified that women who are referred to a specialist PIMH service 
have multiple and complex needs, with many women having a past history of complex 
trauma and maladaptive coping strategies, for example deliberate self-harm. This is 
an important finding, because women who experience childhood trauma, particularly 
child sexual assault, are more likely to have insecure attachment models, which often 
result in insecure adult attachment relationships (Hsu, Chen & Lung 2013) and the 
development of poor parenting skills and impaired mother-infant relationships 
(Gardner, Loya & Hyman 2014).  
Engagement with a service and in the therapeutic process can provide the necessary 
environment for change and recovery (Warnick et al. 2014). In this study, engagement 
has been conceptualised as a continuum from initial contact through treatment until 
mutual discharge, with active participation by both the clinician and the client (Kim, 
Munson & McKay 2012). There has been much research about barriers to 
engagement with mental health services (for example, Bates & Stickley 2013, Vogel 
et al. 2013). The main reasons for non-engagement in this study are the time lag 
between the midwives' screening process and contact from a PIMH clinician, as well 
as the stigma of mental illness and mental health services. Despite these barriers, the 
medical record review has identified that most women who were referred (71.3%) 
engaged with the PIMH service. 
To facilitate engagement and decrease stigma, the PIMH clinicians use a variety of 
strategies. These include focusing on the infant and the mother-infant relationship. 
Being woman-led and being an advocate for the women in their care enhances 
engagement, particularly the focus on meeting the individual needs of the women 
(Jack, DiCenso & Lohfeld 2005). Discharge processes that are not woman-led, 
however, leave women feeling abandoned and unsupported. Of note, is that women 
who are not partnered are less likely to engage with a PIMH service. This warrants 
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attention as these women may have less social supports and are potentially more at 
risk of adverse outcomes (Austin & Priest 2005; Lancaster et al. 2010).   
The clinicians use a variety of interventions dependent upon their professional 
background and additional training and professional development. All of the clinicians 
have undertaken training in attachment-based interventions and/or approaches to 
working with women with trauma histories. Analyses of all of the data identified the 
complexities of the therapeutic interventions that the clinicians use. The quantitative 
and directed content analyses identified the individual interventions that are used, for 
example, family of origin work, non-directive counselling and mindfulness. The 
thematic analysis of the clinicians' interview data identified that the main intervention 
is modelling a secure-base. The aim of this modelling is for the women to be able to 
replicate being a secure-base for their infant, as well as being able to use the model 
with other adult relationships. Therefore, Attachment Theory underpins or supports all 
of the interventions (refer to Figure 9.1). All of the interventions are either provided 
within a purely therapeutic model of care, a case management model of care or a 
combination of both. 
 
 
 
 
 
 
Figure 9.1: PIMH model of therapeutic interventions. In the centre are the interventions 
that the PIMH clinicians use, which are framed within a therapeutic or a case management 
model of care. All of the interventions are supported by Attachment Theory, and characterised 
by the clinicians modelling a secure-base. 
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Collaboration and integrative care aim to promote a seamless transition through the 
health care system (Psaila et al. 2014a), and are increasingly being written into policy 
documents. In this study, I have used D'Amour and colleagues' (2008) typology of 
collaboration to understand the collaborative practices between the PIMH clinicians 
and other service providers. The clinicians perceived that they collaborate well with 
other service providers; however collaborative practice is more about attending 
multidisciplinary service meetings rather than communicating with a specific 
service/professional about a specific woman. Conversely, the key stakeholders 
reported that they have minimal contact with the PIMH clinicians. Drawing upon the 
typology of collaboration, the PIMH clinicians can be classified within the "developing 
collaboration" (D'Amour et al. 2008: 11) typology, that is, they are in the early stages 
of collaboration with the other antenatal service providers.  
Interviews with the women service-users revealed that the women highly valued their 
time with the PIMH service. The women referred to their PIMH clinician in positive 
terms, and described the development of a trusting relationship that helped them feel 
comfortable and safe to talk about private concerns. Despite these positive reflections, 
when they were discharged prematurely from the service, before being ready to 
"swim", they felt stranded and let down. When discharge practices were woman-led 
the women felt "confident" that they would be able to cope alone. 
The PIMH clinicians reported both positive and challenging aspects of working in a 
PIMH service. Positive emotions were reflective of the developing mother-infant 
relationships. Challenging aspects of the clinicians' work were described when they 
witnessed mothers who were unable to make effective changes to strengthen the 
relationship with their infants. To continue to work in emotionally charged 
environments, clinicians need support from their colleagues, managers and other 
service providers, to have shared goals and to have an understanding of the 
complexities of working with women at risk of mental ill-health during the perinatal 
period.  
9.3 Meta-inferences of study findings 
9.3.1 Reflections on meta-inferences 
During the data analyses and the writing of the papers and other chapters, Attachment 
Theory stood out as the central concept to be examined in this Discussion Chapter. 
In Figure 9.2 I illustrate the relationship between the central concept of Attachment 
Theory and the other core elements of the PIMH service model. In the centre of the 
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model are the PIMH clinicians, with Attachment Theory as the framework 
underpinning the model of care, and the women service-users. These three 
components are central to the service. Radiating from the centre are the three other 
important aspects of the service that capture the role of the PIMH clinicians: 
engagement with women service-users and other professionals and services, the 
therapeutic interventions used, and collaboration with other professionals and 
services. Each of these components makes up the complete model of the PIMH 
service. The gap between the centre and the three outer components demonstrates 
the perceived and existing gaps that are present in this complex model of care; if all 
these components are not interlinked then it is likely that the best outcomes will not 
be achieved for the majority of families.  
 
Figure 9.2: Initial illustration of the PIMH service model of care.  
Central to Attachment Theory is the premise that the mother provides a secure-base 
for her infant (Bowlby 1958, 1978). That is, the mother provides support for her infant 
to explore his/her environment and is welcoming when her infant needs to return for 
comfort (Powell et al. 2014). Infants who consistently experience their mother as a 
secure-base develop secure infant-mother attachments. Conversely, infants who 
experience their mother as an inconsistent secure-base develop insecure infant-
mother attachments (Araneda et al. 2010; Powell et al. 2014). Infants who develop an 
insecure infant-mother attachment are also more likely to develop insecure 
attachments in their later relationships (Karakurt & Silver 2014; Rutten et al. 2013).  
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Women with histories of complex trauma can be challenged by relationships with their 
own infants/children and other adults that are reminiscent of times they felt devalued 
or unsafe (Gardner et al. 2014). Other authors (for example, Karakurt & Silver 2014; 
Letourneau et al. 2014; Maas et al. 2014) have drawn on Attachment Theory as a 
framework for the therapeutic relationship between the clinician and the woman. What 
is absent from this literature is an infant. In other words, these authors are referring to 
working therapeutically with women across the lifespan, not just the perinatal period 
or early childhood years. Reflecting on this literature and despite trying to develop a 
number of models to embed Attachment Theory within the meta-inferences (for 
example, Figure 9.2), I found that Attachment Theory did not fully encapsulate how I 
now understand the specialist PIMH service. It was not sufficiently broad to 
encompass relationships with other service providers; it did not fit beyond the 
interventions stage of the PIMH role, that is, with the engagement and collaboration 
focus of this study. I then found the work of Heard, Lake and McCluskey (2012), which 
has allowed me to conceptualise and explain the study findings.  
9.3.2 From Attachment Theory to a Theory of Attachment 
Based Exploratory Interest Sharing 
As described in the Introduction to this thesis, the original concepts of Attachment 
Theory, developed by Bowlby (1958, 1969) and later Ainsworth (1969), promote 
specific attachment behaviours: careseeking (by the infant) and caregiving (by the 
mother) and thereby survival of the infant. The mother's response to her infant's cues 
promotes the development of internal working models in the infant (Bowlby, 1973), 
which an infant takes to other relationships in the future (Karakurt & Silver 2014; 
Rutten et al. 2013). Internal working models and therefore attachment behaviours are 
plastic, that is, they can change over time depending upon experience (Powell et al. 
2014; Siegel 2001). 
Over the decades that have transpired since Bowlby and Ainsworth's ground breaking 
work, Attachment Theory continues to be used and developed as a theory for working 
with clients within a therapeutic relationship. Heard, Lake and McCluskey (2012) have 
added further dimensions to Bowlby's original theory of attachment and have called it 
a Theory of Attachment Based Exploratory Interest Sharing (TABEIS). These authors 
describe five parts of an individual as selves or systems, which they call the "dynamic 
self", and a further two separate systems - the external supportive/unsupportive and 
the internal supportive/unsupportive systems. The aim of the dynamic self is to restore 
wellbeing after a threat has been sensed. See Box 9.1 for a summary of TABEIS 
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adapted from: Attachment therapy with adolescents and adults. Theory and Practice 
Post Bowlby (Heard et al. 2012). 
The defensive self - is present or activated when a threat, either real or perceived, is sensed. 
The threat activates the individual's fear system (fight or flight) and the attachment system 
or careseeking self (proximity to a secure-base). An adult may experience a secure-base 
or a secure state either internally or externally, which is dependent upon their internal 
working model and whether their previous experiences have led to secure or insecure 
attachments with others. 
The defensive self in Heard and colleagues' model is not the same as the dichotomised self 
of good or bad, positive or negative sense of self as described by other authors (for example, 
Showers, 1992; Shower & Zeigler-Hill 2007). The dichotomised self is often viewed within 
affective and cognitive processes (Showers 1992), that is, extreme mood states or extreme 
self-views of being either positive or negative. The defensive self within TABEIS is within a 
system that aims to promote an individual's wellbeing.  
The careseeking self - is based upon Attachment Theory and the notion that the attachment 
system is active throughout life. Heard and colleagues expand the theory of the secure-
base to not only include a caregiver who is "older and wiser" (p. 70), but to also include 
those individuals who share similar interests and therefore promote positive emotions. 
Attachment figures are divided into four categories: 1. "Primal attachment" (p. 74) figures 
being mother and/or other primary carers; 2. "Early attachment figures" (p. 74) such as 
grandparents who have regular have contact with the infant; 3. "Mentor-like" (p. 74) 
attachment figures such as teachers, family friends, older employees; and 4. Romantic 
attachment figures. 
The caregiving self - also based upon Attachment Theory, is seen when an individual 
responds to careseeking behaviours by protecting, comforting and soothing the other. In 
TABEIS the caregiving role "as the educative interest sharing aspect of caregiving" (p. 75) 
is also included. This aspect of caregiving involves being both sympathetic (an unconscious 
response) and empathic (a conscious response) - a response which can be diminished if 
the fear system is activated. Caregivers who move between the two types of caregiving, 
supplying comfort when fear is experienced and then moving to interest sharing, help an 
individual to develop positive internal working models. Individuals can then draw upon these 
positive models in the future without needing the support of others, except during times of 
crisis. 
The interest sharing/exploring self - is defined as sharing or interacting about a topic with 
mutual interest. This sharing enhances a sense of relationship or belonging with another 
individual. 
The sexual self – is seen within three behaviours: 1. Affectional sexuality, which exists within 
a relationship of mutual and supportive care, 2. Defensive sexuality, which exists within 
unequal relationships (either as children or within IPV), 3. The reproductive function of 
sexuality, which exists with both the affectional and defensive sexuality behaviours. 
These dynamic parts of the self operate either within a supportive or unsupportive system. 
The external supportive/unsupportive system - the external supportive system is seen when 
an individual, through the experience of positive role models, has built up an external 
network of supports, for example family, friends, work colleagues, who can be relied upon 
for support when a threat has been perceived. The external unsupportive system is present 
when the external supports are insufficient to support the individual to regain their sense of 
wellbeing and therefore the environment is not restorative.  
The internal supportive/unsupportive system - is built upon the internal working models that 
the individual has created from past experiences. The supportive system can only be 
actualised/activated if an individual has received empathic care by a caregiver who has 
been in synchrony with their emotions and needs. If the individual has not received empathic 
caregiving they may not have developed supportive internal working models to draw upon 
in times of need. They therefore continue to seek support from outside the self, or practice 
maladaptive coping strategies, for example deliberate self-harm. 
Box 9.1: Summary of TABEIS 
CHAPTER 9: DISCUSSION 
 
138 
 
The way an individual responds to friends and others is partially dependent upon 
whether they are secure or insecure in themselves (Heard et al. 2012). Heard, Lake 
and McCluskey (2012) describe the secure self as a state of being when an individual 
is confident that if a threat is sensed (the defensive self is activated) and support is 
needed (careseeking), others are available who can be turned to for comfort and 
security (caregiving) that is ongoing and consistent. Alternatively, the insecure self 
has learnt through experience that others are often inconsistent and contradictory in 
the support they give, which can result in the caregivers failing the careseeker. 
Heard and colleagues (2012) developed TABEIS to assist clinicians to work 
therapeutically with adolescents and adults, individually or within group programs. 
The ultimate aim of the theory is to understand an individual's needs during therapy, 
which part of the individual's self has been activated by therapy, and to promote 
exploration. To activate the interest sharing/exploratory self, an individual needs to 
have a positive sense of wellbeing. When an individual feels supported they can: 1. 
find new meanings in activities or interests; 2. be creative; and 3. think laterally or 
solve problems in unique ways. Activation of the fear or attachment systems inhibits 
the exploratory system. 
This theory more comprehensively captures the nature of the PIMH service 
demonstrated in the findings of this study. In the following sections, I describe the 
elements of the findings and draw upon TABEIS to explain what is happening. 
9.3.3 Risk factors of women referred 
Women referred to the PIMH service have been identified as having multiple and 
complex risk factors for poor perinatal mental health. Specifically, women have 
experienced childhood trauma, adult sexual assault and IPV. Women who experience 
childhood trauma and IPV are predisposed to postpartum depression and decreased 
parenting capacity (Malta et al. 2012), with a concomitant impaired mother-infant 
relationship (Gardner et al. 2014). Acknowledging women's previous negative sexual 
experiences, clinicians need to work with women in relation to their sexual self. 
Clinicians can assist women to understand their sexual selves as either predominantly 
seeking affectional sexual relationships based upon equality, comfort and support or 
defensive sexual relationships, based upon inequality and abuse (Heard et al. 2012). 
Due to the multiple and complex risk factors of the women referred to the PIMH 
service, women may not have partners or significant others who can support them 
(Macomber 2006; Wilkinson & Marmot 2003). This study identified that women who 
were not partnered were less likely to engage with a PIMH service.  
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9.3.4 Engaging women with complex needs 
Engagement barriers and facilitators 
Upon first contact by a PIMH clinician, a woman's fear system may be activated. The 
woman may be particularly fearful if the psychosocial assessment and depression 
screening process was not positive or supportive, if the woman was not aware of the 
referral or if she had previous negative experiences with mental health or other 
services. Psychosocial assessment and depression screening is conducted by 
midwives in the antenatal clinic. Midwives have demonstrated varying levels of skill 
when conducting psychosocial assessments. Some midwives have a high level of 
skill, whereas others are directive and focus on the task rather than on the woman 
and her experience (Rollans et al. 2013). Perinatal and infant mental health clinicians 
therefore need to draw upon their caregiving selves at the outset to deactivate or at 
least ameliorate the fear system in the woman and provide a sense of security or 
safety to promote engagement. Consistent and timely referrals also promote care 
seeking behaviours from women who are at risk of perinatal mental ill-health 
(beyondblue 2011; Myors et al. 2013). The majority of the women (84.8%) were 
referred to the PIMH service in the antenatal period. Recruiting women antenatally as 
opposed to postnatally is more effective in promoting engagement, especially for 
home visiting programs (McDonald et al. 2012).  
Stigma is a well-documented barrier to engagement in mental health services (Bates 
& Stickley 2013; Vogel et al. 2013), as well as shame for women with traumatic 
backgrounds (Talbot & Gamble 2008). The fear of being stigmatised or feeling shame 
will potentially activate the defensive self, prompting women, especially if they are 
insecure, to withdrawal from the perceived threat and therefore the service. Clinicians 
are mindful of the engagement process especially around language, and the stigma 
of mental ill-health and mental health services. Fear and lack of knowledge of health 
services has also been reported as barriers to help seeking (Ghafoori, Barragan & 
Palinkas 2014). 
Clinicians draw upon a variety of strategies to facilitate engagement with the women. 
The clinicians are client-led or woman-centred in their interactions, meaning that when 
a woman identifies an area or an aspect where she needs support (careseeking) the 
clinician responds positively and consistently (caregiving). In their caregiving capacity 
during engagement, clinicians work with women either within a purely therapeutic 
model or within a case management model, being flexible in their approach. Flexible 
models of care (Gibbons et al. 2010), choice (Laugharne & Priebe 2006) and focusing 
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on women's relational strengths promote engagement and empowerment, and 
enhances the therapeutic relationship (Wisdom et al. 2009). Providing a choice of 
setting (home or centre) also promotes engagement as vulnerable families need 
additional support to use services (McDonald et al. 2012). The clinicians stated they 
are also woman-led in regard to the inclusion of a woman's significant others, and 
reported working with women's partners and mothers.  
Discharge practices prove disturbing at times and result in negative consequences 
for some women, especially when they are reactive and ad hoc. Some clinicians 
reported that women disengage prematurely or abruptly if they do not feel 
appropriately supported to explore specific areas of their life. Within TABEIS, this 
would be recognised as a defensive response to a perceived threat. The woman may 
not activate her careseeking self if her internal working model has identified that a 
caregiver will not be able to provide appropriate support. It could also resonate with a 
mismatch or misattunement between a woman and a clinician who lacks sufficient 
empathy for the woman and has not provided a secure-base from which the woman 
can gain support.  
Drawing upon TABEIS and other engagement strategies, such as Talbot and 
Gamble's (2008) engagement analysis or Grote and colleagues' (2007) engagement 
interview, PIMH clinicians may be able to enhance engagement along the continuum, 
preventing premature disengagement and those women who become "lost to care". 
Likewise, not having formal service time limits may promote higher retention rates 
(Crawford et al. 2009). 
Engagement is not only relevant for the women service-users, but also to the other 
professionals and services that work with women during the perinatal period. Using 
TABEIS, PIMH clinicians can also promote engagement between themselves and 
other professionals. This will be discussed further in the section below which details 
collaboration with other service providers.   
9.3.5 Therapeutic interventions used by PIMH clinicians 
The clinicians use a range of therapeutic interventions when working with women who 
have engaged with the PIMH service. In a literature review of service delivery 
processes and strategies, Moore and colleagues (2012) identify that it is the process, 
or "how" a specific intervention is delivered, that has greater impact than "what" the 
intervention is. These authors describe seven key elements needed to underpin 
service delivery if the best outcomes for families are to be achieved. These include: 
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relationship-based, partnership-based, providing choice, providing advocacy and 
practical support, are non-stigmatising, are culturally aware and sensitive, and 
maintain continuity of care. Clinicians also need to be able to provide a diverse range 
of evidenced-based interventions and practical assistance, or advocacy, to assist 
families with their challenges (Moore et al. 2012). The process features are the 
foundation of service delivery, whereas the evidenced-based strategies provide a 
flexible approach to meet families' changing needs (Moore et al. 2012). Process also 
relates to being able to challenge parents in ways that promote growth (Moore 2006).  
The clinicians in this study demonstrate Moore and colleagues' (2012) seven key 
elements of service delivery, have a large repertoire of interventions and are 
advocates for the women in their care, which was also reflected in the interviews with 
the women service-users. Advocacy is an important component of therapy as it 
promotes empowerment and skill development, especially when working with trauma 
survivors (Elliott et al. 2005).  
The PIMH model of therapeutic interventions (Figure 9.1) that I have developed 
reflects the "how" and "what" of service delivery as described by Moore and 
colleagues (2012). The "what" or individual interventions are at the centre of my 
model, and have been provided within a case management and/or a therapy based 
model of care. The "how" of service delivery is the modelling of a secure-base by the 
clinicians, for the women. 
Within a framework of Attachment Theory, the PIMH clinicians talked about being 
"dependable, available and consistent", and modelling a secure-base in order to 
enhance a woman's emotional regulation, reflective capacity and empathy. In this way 
the clinicians employ the concept of parallel process, where the relationship between 
the clinician and the woman parallels the relationship between the woman and her 
infant (Moore 2006). The clinicians also use non-directive counselling, and are "client-
led", which promotes empathic attunement to a woman's emotional state and the 
development of a safe and secure therapeutic alliance. This sense of security and 
safety provides the opportunity for an individual to disclose deep and emotionally 
distressing histories (Heard et al. 2012). Heard, Lake and McCluskey (2012: 66) state: 
Careseeking can only happen when a client can be "held" in therapy by the 
consistently empathic behaviour of the therapist for long enough for the client 
to discover that the behaviour of seeking care can be undertaken safely.  
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Bowlby first articulated the notion of clinicians providing a secure-base for clients in 
1988 (Ainsworth & Bowlby 1991). The idea that the therapeutic relationship is a form 
of attachment relationship has gained momentum over the years (Guedeney et al. 
2014; Lilliengren et al. 2014). Lilliengren and colleagues (2014) suggest that a client's 
attachment to their clinician is reflected in how the client uses the therapeutic 
relationship and relates emotionally (both consciously and unconsciously) to the 
clinician. If women feel misunderstood, they may either abruptly disengage, fail to 
return to future appointments, or the relationship may no longer be trusting and 
therefore decrease a woman's ability for recovery (Heard et al. 2012). The ability to 
empathically follow the changing emotions of a woman (Heard et al. 2012) promotes: 
attachment with another, the exploration of frightening and distressing memories and 
experiences, and a sense of support and comfort by the attachment figure (Karakurt 
& Silver 2014; Lilliengren et al. 2014).  
Within the clinician-client relationship, the PIMH clinicians work therapeutically as 
caregivers to provide a secure-base and safe haven for the women, to "support them 
in what they're going through". Providing woman-led care places the woman at the 
centre of the process and provides psychological support for the transition to 
motherhood (Hopkins, Clarke & Cross 2014). Being woman-led, however, involves 
asking what is important to the individual and their family rather than making 
assumptions (Cleary et al. 2013).  
During therapeutic engagement, the woman may move between the different dynamic 
selves. The defensive self may be activated if the therapy touches on emotionally 
painful memories and past experiences. The defensive self may in turn activate the 
careseeking self, as the woman seeks comfort and support from the clinician, or she 
may disengage. Within the therapeutic relationship the clinician assists the mother to 
understand how her internal working models affect her interactions and, therefore, her 
relationship with her infant (Guedeney et al. 2014). During therapeutic engagement, 
the clinicians also draw upon Winnicott's "holding" environment (Winnicott 1960: 591). 
Infants cannot survive alone: "[when] we look at an infant we see an infant in care" 
(Winnicott 1962: 238). Mother's hold or care for their infants both physically and 
emotionally in order to promote growth and development. The PIMH clinicians do not 
physically hold the women, but they provide emotional support for the women so that 
they can explore and overcome the challenges in their lives. As Winnicott (1960: 591) 
stressed,  
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Mother's who have it in them to provide good enough care can be enabled to 
do better by being cared for themselves in a way that acknowledges the 
essential nature of their task. Mother’s who do not have it in them to provide 
good enough care cannot be made good enough by mere instruction. 
As therapy draws to an end, the clinicians aim for the woman to be able to activate 
her caregiving self in response to her infant's cues in consistent and emotionally 
attuned ways. By nurturing and providing the secure-base for her infant, it is hoped 
that the infant will develop a secure attachment to his/her mother, promoting the 
development of positive internal working models which, over time, can be drawn upon 
as a way of relating to others.  
As the woman recovers from her past experiences, the clinician may activate the 
woman's interest sharing/exploring self, whereby the woman can learn new ways of 
reacting to past memories within the supportive therapeutic relationship. The aim is 
to not only enhance a secure infant-mother attachment but also to decrease any 
maladaptive coping mechanisms of the mother, such as deliberate self-harm. 
Deliberate self-harm is associated with a past history of childhood trauma (Mangnall 
& Yurkovich 2008), which negatively impacts an individual's attachment models (Hsu 
et al. 2013). Shepherd and colleagues (2008: 2) assert that trauma can only be 
resolved: 
If the person can discover – or rediscover – their sense of personal control 
(‘agency’) and gain a belief in the future (hope). Without hope they cannot 
begin to build their lives.  
Hope is a powerful concept. Health care providers can learn strategies that inspire 
and encourage hope in others (Moore 2005) and promote recovery. 
Recovery-oriented programs 
The clinicians did not talk specifically about recovery; however the aim of any 
intervention is for the patient/client to recover either emotionally or physically. 
Recovery-informed mental health care has gained international recognition and has 
been adopted as the underlying principle for mental health services in Australia, New 
Zealand, the USA, Scotland and Ireland (Shepherd, Boardman & Slade 2008). 
Recovery does not mean cure, but promotes an individual's journey to autonomy and 
independence (Shepherd et al. 2008). The aim is to instil hope that life can be fulfilling 
and to recognise that every individual has a unique journey. Therefore, the quality of 
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an individual's life is judged by the individual and not by mental health clinicians or 
other service providers (Shepherd et al. 2008).  
To work within a recovery-oriented framework involves clinicians changing from 
working as the expert and authority figure to working in partnership, which is a more 
equally balanced relationship. Research has identified that clinicians, and in particular 
nurses, often struggle to work in more supportive ways with clients and families due 
to lack of support, education and busy workloads (Cleary et al. 2012; Myors, Schmied 
& White 2014). The knowledge and expertise of clients need to be recognised as 
valuable and constructive, rather than as a threat to professionals if the client-clinician 
partnership is to be enhanced (Bennetts, Cross & Bloomer 2011). 
Perinatal and infant mental health clinicians are well placed to be able to work within 
the concept of recovery with women who have complex needs. The PIMH clinicians 
reported that part of their role is to instil in families the hope that change is possible 
(refer to Chapter 8). Likewise, by recognising and responding appropriately to the 
needs of the women, and understanding that recovery is not possible while trauma 
persists, the PIMH clinicians have adopted trauma-informed care and practice in their 
work and attended trauma-informed training. Trauma-informed care and practice is 
currently being developed as a national mental health service model in Australia 
(Mental Health Coordinating Council (MHCC) 2013). Trauma-informed services 
address the impact of complex trauma and aim to avoid retraumatising the individual 
when providing care within the mental health system (Hummer et al. 2010). Education 
and cultural change in services, however, are often needed before trauma-informed 
care can be implemented (Hummer et al. 2010).  
9.3.6 Collaboration between PIMH clinicians and other service 
providers 
Professionals and clinicians enter the workforce with their own past histories and 
experiences. Some may have experienced secure relationships and developed 
positive internal working models whereas others may have experienced insecure 
early relationships and therefore developed less positive internal working models. 
Perinatal and infant mental clinicians can draw on TABEIS to support other 
professionals and enhance collaborative care for women. For example, if clinicians 
feel unsupported in their work they may have difficulty interacting with others positively 
(Myors et al. 2014). Perinatal and infant mental health clinicians have expertise in 
Attachment Theory and, with the expansion of TABEIS, they can promote a sense of 
safety for other professionals to work more collaboratively with them. Increased 
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collaboration would place the PIMH service within the "active collaboration" typology 
(D'Amour et al. 2008: 11), whereby a sustainable partnership has developed between 
health care providers. 
This study has identified that when professionals do not work collaboratively, women 
experience negative outcomes. Negative outcomes have been identified in the early 
postnatal period when PIMH clinicians are unaware that the woman has given birth 
and has subsequently become "lost to care", and at discharge when referrals have 
not been acted upon. A lack of understanding of professionals' roles also impacts 
women negatively when information is not shared about child protection concerns, 
and PIMH clinicians do not share their knowledge with midwives, who are left to 
support the woman if she declines or is denied acceptance into the PIMH service. 
Collaboration needs to involve interdisciplinary and community partnerships to 
promote identification and appropriate interventions for health care users (Cleary et 
al. 2012). 
9.3.7 Women’s experiences of engaging with a PIMH service 
The 11 women interviewed for this study were extremely positive about their 
experience with the PIMH service, despite initial feelings of hesitancy and previous 
negative experiences with mental health services and/or the referral process. The 
women specifically talked about the relationship that they developed with the PIMH 
clinician as being "like a friend but not a friend". This could be an example of the 
women having had their fear and attachments systems activated, which in turn 
activates the defensive and careseeking selves. Women therefore found, in the PIMH 
clinician, a caregiver who was supportive and able to provide a secure-base, which 
could, in turn, promote the development of positive internal working models. Over 
time, the women were able to activate the interest sharing/exploratory self with the 
PIMH clinician as they explored together new ways of perceiving, experiencing or 
reacting to other individuals, situations or memories.  
When discharge practices were clinician-led, as opposed to woman-led, the women 
did not feel supported. One woman in particular had a negative experience when a 
referral was not acted upon by the new service. After a positive experience with the 
PIMH clinician she felt abandoned at the end, which has possibly affected her ability 
to initiate careseeking in the future. Health professionals need to develop effective 
ways to recognise those women who require more support and then provide specific, 
woman-centred approaches to care (Fenwick et al. 2013).  
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9.3.8 Clinicians’ experiences of working in a specialist perinatal 
and infant mental health service  
The PIMH clinicians in this study have various professional qualifications; however 
they all stated that Attachment Theory informs their work. The clinicians reported that 
they need to "hold" women and provide a secure-base to support the women to work 
through the many challenges in their lives, and become more emotionally available 
for their infants. In this way the clinicians acknowledged and initiated their caregiving 
self in their professional role. The clinicians recognised that the women who are 
referred to their service are vulnerable because they are pregnant and are at risk of 
mental ill-health. The perinatal period was seen as a "window of opportunity" to work 
with women and promote changes that would have a positive impact on their 
developing infant.  
That the clinicians also found their work emotionally challenging was evident when 
they talked about feeling helpless when women are unable to change and the mother-
infant relationship does not develop; likewise, when the needs of the mother are 
incongruous with those of her infant. However, positive emotions were also evident in 
the interviews when two clinicians became teary while talking about the unique 
experiences of working with women and infants.  
Analyses have also revealed that the clinicians also need to be "held" (Winnicott 1960) 
so that they can continue to work with women with complex needs, to provide 
appropriate care and to avoid burning out. The clinicians reported that they are 
emotionally supported by each other and have opportunities to discuss their clients at 
regular review meetings, as well as attend regular group clinical supervision. Some 
clinicians reported that they also attend individual private supervision when they need 
additional support. In this sense the clinicians become the careseeker as they initiate 
receiving support from others.  
The support that the clinicians receive helps them maintain the hope that change is 
possible for families and prevent burn out. Green and colleagues (2014) define clinical 
burn out as occurring when an individual's ability to work optimally is inhibited, leading 
to decreased service quality. Health care and other public service professionals are 
often exposed to stressful events on a daily basis, many of which pertain to human 
suffering (Matuska 2014). Managers and services which promote supportive work 
place environments (that is, streamline activities to reduce workloads, and are 
collaborative and strength-based in their approach to clinicians and other staff) 
promote a sense of competency and job satisfaction (Green et al. 2014), which also 
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promotes resilience in clinicians (Matuska 2014). Improved clinician functioning 
concomitantly supports individuals and their families who are at risk of mental ill-health 
(Green et al. 2014). 
By providing supportive working environments and opportunities for the PIMH 
clinicians to be emotionally "held" in clinical supervision, the PIMH managers and 
clinical supervisors have become the caregivers to the PIMH clinicians (the 
careseekers). By receiving the emotional care needed, the clinicians are able to 
prevent the defensive self, due to feelings of burn out or being overwhelmed, from 
dominating their interactions with women. They can then continue to be seen as their 
caregiving self when interacting with the women and their infants. Clinical supervision 
is an important support mechanism for clinicians who work with trauma survivors. It is 
through supervision and the parallel process that clinicians learn about clinical 
practice through reinforcement of process and practice models (Shulman 2006). As 
one clinician commented, "clinical supervision bridges the gap between theory and 
practice". 
Heard, Lake and McCluskey's (2012) expansion of Attachment Theory has provided 
a framework to not only conceptualise the attachment behaviours of careseeking and 
caregiving but also to work with women and infants, and other professionals, and for 
clinicians to understand their own support needs. Additional testing of the TABEIS 
model has not been documented in the literature. There is potential for this model to 
be explored further in the future.  
9.4 Making the invisible visible 
Health care records are a basic and fundamental source of healthcare information for 
clinicians, managers, patients, educators, researchers, and for legal use (Dehghan et 
al. 2013). From a legal perspective, accurate documentation protects health care 
professionals by providing evidence of thought processes, practices and joint client 
decisions should clinical practice need to be reviewed (Dahlen 2012). Health care 
record documentation also needs to reflect local policies and procedures, the 
standard against which accuracy will be tested (Teng 2013). They also provide clinical 
coders with the opportunity to identify the complexities of an individual's care and, 
therefore, the mechanism for appropriate reimbursement (Alonso & Love 2013), as 
well as measuring outcomes, providing quality measurement systems and 
benchmarking (Baker, Shanfield & Schnee 2000; Craddock, Young & Sullivan 2001). 
Thus, documentation in health care records aims to promote patient/client safety, 
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continuity of care and transfer of information, and is a reflection of all care given, 
decisions leading to care planning and discussions with other professionals (NSW 
Ministry of Health 2012). Accurate documentation is particularly important if a client's 
condition deteriorates and a transfer of the patient/client between clinical settings is 
needed (NSW Ministry of Health 2012).  
An important finding of this study is that the health care records of the women who 
engage with the PIMH services do not accurately reflect the work of the PIMH 
clinicians. The "what" of therapeutic interventions that the clinicians used (for example 
genograms, non-directive counselling and CBT) have been documented such that the 
information could be extracted from the medical record review. However, the 
interviews with the PIMH clinicians identified that the clinicians' main therapeutic 
intervention is modelling a secure-base to the mother so that she could internalise 
this and then emulate it for her infant: the "how" of service delivery. Documentation 
about the infant or the mother-infant relationship or any parent-infant focus, for 
example the Circle of Security Program (Powell et al. 2014), is minimal (70 of the 244 
medical records reviewed). The documentation in the medical records does not clearly 
reflect the attachment work that the clinicians undertake. More research is needed to 
explore how best to document this type of work. Concern regarding health care record 
documentation, specifically the lack of documentation, however is not new (Craddock 
et al. 2001; Psaila et al. 2014b).  
There is a limited amount of literature pertaining to clinicians providing a secure-base, 
especially for women with traumatic histories (Karakurt & Silver 2014), and a form of 
attachment relationship for the client (Lilliengren 2014). Moore and colleagues (2012) 
argue that the "how" of service delivery is more important than the "what" of service 
delivery; however they do not describe how the process can be documented in 
meaningful ways that can be utilised and understood by other professionals or women 
service-users who may review their medical record.  
With regard to the lack of documentation in health care records, Craddock and 
colleagues (2001) caution against using only one source of data when undertaking a 
quality review, and promote the use of interviews, both client and staff, to provide a 
holistic picture of care. There is a dearth of published literature that reports best 
practice for health care record documentation in community mental health settings. 
As with this current study, recent literature referring to health care record 
documentation reports on outcomes of reviews or audits to ascertain specific 
information, for example the use of a specific tool to identify physical health problems 
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in clients who have a serious mental illness (Shuel et al. 2010), the identification of 
substance use disorder and the mental health treatment of Veteran Affairs clients 
(Harris et al. 2010), and the retention of HIV positive clients in psychotherapy 
(Bottonari & Stepleman  2009). No literature was found that provides best practice or 
models for documenting psychological therapeutic interventions. 
9.5 Knowledge translation 
With all health service research there are implications for clinical practice that must 
be acted upon in order for health benefits to be achieved (MacDermid & Graham 
2009), otherwise gaps persist and continue to widen (Bjørk et al. 2013). Knowledge 
transfer is a complicated process as clinicians work in complex environments, where 
change has become the norm rather than the exception (MacDermid & Graham 
2009). Knowledge transfer is also time consuming, therefore busy working 
environments may not provide sufficient opportunities for clinicians to develop the 
necessary technical skills needed to search databases and make sense of the 
literature presented (Bjørk et al. 2013), which prevents the implementation of new 
clinical evidence (MacDermid & Graham 2009). Clinicians may require additional 
support such as clinical educators to facilitate knowledge translation (Bjørk et al. 
2013).  
Researchers who involve clinicians in a collaborative process and provide education 
in the clinical environment promote knowledge transfer (Bjørk et al. 2013). Barwick 
and colleagues (2012) conducted a broad systematic review (1952 - 2009, dependent 
upon the database) to evaluate the effectiveness of knowledge translation, that is 
behaviour change as opposed to attitudinal and knowledge change, in child and youth 
mental health services. Despite the poor quality of some of the studies, which warrant 
caution in regard to the conclusions of the study, the authors identify three key 
components related to education that produce the most effective outcomes. These 
are: 1. education programs that take place over a longer period of time, as opposed 
to short, quick programs; 2. education programs that focus on sustainability; and 3. 
programs that are delivered in interactive ways, such as role plays, videos and 
discussions. Other studies (for example, Goldner, Jenkins & Fischer 2014; Myors et 
al. 2014) have also identified that practice change is more likely to be implemented if 
it is practical, beneficial to the clinicians, any related education is provided by outside 
professionals, feedback and comparison with other services is provided, and the 
clinicians are supported by change agents or champions. 
CHAPTER 9: DISCUSSION 
 
150 
 
This study did not involve clinicians in the development phase, however all clinicians 
at the two sites were informed of the study and invited to participate. A feedback 
session was given to the PIMH services at each site after all data had been fully 
analysed. Both feedback sessions lasted approximately one hour and provided the 
opportunity for clinicians and managers to ask questions and discuss new information. 
This was also an important process for the validity of this study as it helped to 
ascertain whether or not the findings resonated with the clinicians. Both feedback 
sessions were extremely productive as the clinicians had an opportunity to contribute 
to the discussion of the findings and consider how these would be applied in practice. 
Clinicians specifically commented about the interventions model of care (Figure 9.1), 
noting that it helped them conceptualise their work. One clinician stated that although 
she had been working in the service for approximately five years, she had difficulty 
articulating to other professionals how her work differed from other mental health 
services. This model has given her a mental picture to use: "You have drawn what is 
in my head". Reflecting on the model, the same clinician commented that the secure-
base they provide for the women supports them in translating the therapy to other 
parts of their life; just as a mother cannot teach her infant everything he/she needs to 
know, the mother's role is to provide the secure-base for the infant to explore and 
learn from their environment. 
Another clinician commented that the sub-themes of modelling a secure-base, that is: 
enhancing reflective capacity, enhancing emotional regulation and enhancing 
empathy, have provided her with short reminders of what she needs to consider when 
documenting in a woman's medical record. Medical record documentation produced 
a large amount of discussion at one of the sites. Clinicians expressed difficulty in 
documenting what they actually do, that is the attachment focus of their work. One 
clinician also stated that caution was needed to ensure that what was documented 
made sense to others, including the women who may read the medical records in the 
future. After the completion of this thesis a written report of the quantitative data for 
each site will be presented to the PIMH managers, as requested, to assist with service 
development.  
On a broader perspective, I have presented at conferences and published in peer 
reviewed journals to assist the dissemination of the knowledge produced from this 
study to the wider health service arena. However, it is acknowledged that these 
processes alone do not change practice (MacDermid & Graham 2009).  
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9.6 Implications for clinical practice  
Education and training for PIMH clinicians: Working in a PIMH service requires a 
broad knowledge base that extends across the antenatal and postnatal periods for 
the woman and her infant. The women in this study were also identified as having 
multiple and complex needs, with many women having a past history of trauma. All of 
the clinicians in this study have undertaken various professional development 
courses. Clinicians need extensive knowledge of Attachment Theory and how to work 
with women with trauma histories. Knowledge of TABEIS would also assist PIMH 
clinicians in their work. 
Collaboration: This study has identified that a lack of collaboration isolates services 
from other services and professionals from other professionals, promoting uncertainty 
and, at times, confusion about the role of the PIMH clinician. Clinicians in this study 
expressed frustration at the dismissive way other mental health professionals talk 
about their role. Opportunities for clinicians to work in other services, for example for 
adult mental health clinicians to work alongside the PIMH clinicians, may increase 
understanding and thereby collaboration between the services. A lack of collaboration 
can also have a negative impact on service-users, particularly at discharge, as seen 
in this study. The transfer of an individual's care to another service requires 
communication and coordination to ensure the transition is smooth and seamless 
(Psaila et al. 2014a). 
To work in more collaborative ways requires extra time, resources (Psaila et al. 
2014a), a change in professionals' attitudes (Callaly et al. 2010; Schmied et al. 2010) 
and a change in the culture of an organisation (Myors et al. 2013). While service and 
policy documents continue to stress the importance of collaboration, some of the 
opportunities for informal collaboration are diminishing. For example, in the LHD 
where I work, nearly all of the mandatory training is undertaken on-line, compared to 
a group environment, which occurred in the past. More and more ongoing professional 
development is also occurring online rather than face to face. While there are 
practicalities associated with this, it does limit the opportunities to meet and get to 
know other colleagues and service providers. The lack of face to face meetings and 
educational opportunities changes the working milieu, which is an important 
component of working relationships. 
The midwife key stakeholders reported the lack of contact and support they receive 
from the PIMH clinicians. Management support for the PIMH clinicians to provide 
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ongoing professional development and clinical supervision may support midwives to 
work with women who have complex needs, particularly if the woman declines or is 
not accepted into the PIMH service. It will also increase collaborative practice for 
women during the women's maternity care (Rollans et al. 2013).  
Support for clinicians: Clinicians in this study reported that they enjoy working in 
the PIMH service, however they also acknowledged that their work is emotionally 
challenging at times. For clinicians to continue to work effectively with women at risk 
of perinatal mental ill-health they need support to gain appropriate skills, especially in 
relation to Attachment Theory and TABEIS, and to have access to clinical supervision. 
Documentation: Clear guidelines about documenting psychological therapies need 
to be formulated. Not only is it necessary to document what interventions have been 
delivered but also how they have been delivered, for example modelling a secure-
base. Documentation also needs to include the women's responses to the intervention 
delivered. 
The risk of isolated services and lack of outcomes data: Earlier this year I 
received an email, sent to all of the mental health services in the LHD, from one of 
the PIMH study sites. It stated that the NSW Ministry of Health had ceased funding 
one of the PIMH clinician positions. The impact of this funding withdrawal was a 
significant reduction in the capacity of the service to provide care for vulnerable 
women during the perinatal period. Not only was an expert clinician lost to the PIMH 
service, but the women in her care had to be discharged, possibly resulting in negative 
experiences for the women, as reported in this study. 
Large outcome studies are beyond the scope of any individual service; however 
health care services can provide opportunities for service-users to give feedback. This 
could occur in the form of short questionnaires or small qualitative studies that may 
assist in the recognition of the value of a service. Health services can also partner 
with researchers and/or universities to provide the necessary research expertise. 
9.7 Strengths and limitations of this study 
9.7.1 Strengths of this study  
There are few studies in the literature that report the characteristics and risk factors 
of women who are referred to and who engage with specialist PIMH services, and the 
role and practices of PIMH clinicians. As such, this is an important study that adds to 
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the growing literature about these specialist services. A mixed methods design has 
provided unique data that would not have been available if a quantitative or qualitative 
study design alone had been used. The medical record review covered a two-year 
time-frame, and all available records were reviewed. The small number of women 
service-users (11) who consented to be interviewed may be considered a limitation of 
this study; however as few studies report women's experiences of services, especially 
in mental health, the contribution of these women's experiences is an important 
aspect of this study. The meta-inferences from this study also go beyond Attachment 
Theory (Bowlby 1958, 1978) and present a Theory of Attachment Based Exploratory 
Interest Sharing (Heard et al. 2012) as a model for PIMH clinicians to use in their 
work. 
9.7.2 Limitations of this study 
The medical records reviewed in this study represent a small group of women who 
received services at two specific sites in NSW, and are not necessarily representative 
of the population requiring this service. The study was limited by the data that was 
available in the medical records. A number of variables were deleted from the review 
tool after the pilot test, for example the women's living arrangements. Although every 
attempt was made to capture the meaning of the textual data relating to the PIMH 
clinicians, the use of abbreviations and truncated phrases may have led to some 
minor misinterpretation. Where there was a lack of clarity, this was reviewed by a 
supervisor to confirm meaning. Only six PIMH clinicians were interviewed; the 
clinicians who did not participate in the study may have used different engagement 
strategies, therapeutic interventions and collaborative practices, and had different 
experiences from those who were interviewed. A small number of key stakeholders 
(five) who were involved in women's antenatal care were interviewed. Due to time and 
resource constraints, the views of key stakeholders who work with women in the early 
postnatal period were not sought. 
Another limitation was the difficulty experienced recruiting women service-users. Two 
recruitment strategies were needed to recruit the 11 women. Difficulty recruiting 
women in the perinatal period who are at risk for mental ill-health is not uncommon, 
especially if it involves contact by an unknown professional (Carter et al. 2005). It 
could be that the women who consented to participate had more positive experiences 
with the PIMH service than those who chose not to participate. Furthermore, this study 
did not examine the outcomes for women or infants after being discharged from the 
PIMH service, which is where future research is needed. Nor did this study canvas 
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the experiences of women who left the service prematurely and who may have been 
dissatisfied with the service. Nor does it address cultural diversity or differing ages of 
the women. 
The findings of this study, therefore, may not be generalisable to other PIMH services. 
However, as there are few specialist PIMH services in Australia, these findings will 
provide potential health services and managers with aspects to be considered when 
new PIMH services are commissioned. 
9.8 Recommendations for further research  
Despite the positive experiences that the women reported from their engagement with 
the PIMH service, the short and/or long term outcomes for these women and their 
infants remain unknown. Large-scale longitudinal research is needed to determine 
the outcomes of woman, and their infants, who engage with a PIMH service. In the 
absence of outcome data and evidence, ongoing resources in a continually resource 
scarce environment will continue to be used with unknown long-term benefits. 
However, for this to be achieved, appropriate funds and resources are imperative. 
Authors (for example, Grote et al. 2007; Talbot & Gamble 2008) have recommended 
specific strategies to enhance engagement into mental health services. Specific 
engagement strategies need to be implemented and evaluated to help prevent 
women disengaging prematurely from PIMH services (refer to Chapter 4). 
Ongoing research is needed to build upon the current literature base to better 
understand the specific interventions that provide the best outcomes for women and 
their infants. Likewise, research about the specific training and skills that clinicians 
require in order to work in a PIMH service is needed. Without this knowledge, 
clinicians will continue to use a diverse range of interventions, dependent upon 
personal preference (refer to Chapter 5). 
This study has identified that the PIMH clinicians were at an early stage of 
collaboration with other professionals and services. Research is needed to identify 
specific resources needed to enhance collaborative practice (refer to Chapters 6 & 7). 
Research is needed to ascertain how best to document the therapeutic work of the 
PIMH clinicians, especially in relation to Attachment Theory and modelling a secure-
base. Any documentation must be clear and must be able to be understood by other 
professionals and women who may review their medical record. 
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Finally, further research is needed in regard to TABEIS (Heard et al. 2012), especially 
in the PIMH setting: if and how it resonates with PIMH clinicians, and if it contributes 
to improved outcomes for women, their infants and their families.  
9.9 Final research thoughts 
As this research journey draws to an end, I reflect on the work of the PIMH clinicians 
whom this study is predominantly about. The work they do with such passion 
continues to inspire me. I also think about the women who have additional challenges 
as they prepare for becoming new mothers. My hope is that services such as PIMH 
will continue to be developed for the health and wellbeing of mothers and infants, our 
community and the future generation. 
Lastly, I reflect on my current professional position and the choices that I have ahead. 
To be able to conduct research in an area in which I am committed, mothers and 
infants, and to continue to work in clinical practice has been a privilege. I look forward 
to what the future will bring. 
9.10 Conclusion 
The aim of this study has been to explore and describe two specialist PIMH services 
in NSW, Australia. A convergent, embedded, mixed methods research design was 
used to understand: the risk factors of women referred to a PIMH service, 
engagement strategies used by PIMH clinicians, therapeutic interventions and the 
collaborative practices of PIMH clinicians, the experiences of women who engaged 
with a PIMH service, and clinicians' experiences of working in a PIMH service.  
The inferences for each of the research questions identified that: 
 Women referred to the PIMH services have multiple and complex needs; and 
as such the clinicians focus on the infant, the mother-infant relationship, and 
are woman-led to enhance engagement throughout the engagement 
continuum;  
 The PIMH clinicians use a diverse range of therapeutic interventions which 
are underpinned by modelling a secure-base;  
 There is a dichotomy between the PIMH clinicians' and key stakeholders' 
perspectives pertaining to collaboration, and PIMH clinicians require support 
to work in more collaborative ways;  
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 Woman service-users value their time with the PIMH service, however 
discharge practices leave some women feeling abandoned; 
 The PIMH clinicians enjoy working with women referred to the PIMH service, 
however they require support to negotiate an emotionally challenging 
environment and remain effective clinicians. 
In the meta-inferences of this study I have drawn upon the Theory of Attachment 
Based Exploratory Interest Sharing (TABEIS) and suggest it as a model of care for 
PIMH clinicians. Being cognisant of the dynamic selves and the external/internal 
supportive/unsupportive systems may provide opportunities for PIMH clinicians to 
work in new ways with women. Using TABEIS may assist women to identify and 
understand the activation of their own individual selves or states, and move to the 
interest sharing/exploratory self in relation to their infant and his/her needs, as well as 
the other relationships that the women have. It may also assist clinicians to 
understand their own selves in the therapeutic relationship, and assist them to work 
more collaboratively with other service providers. 
The importance of the perinatal period for the health and wellbeing of future 
generations has growing international recognition. The inferences and meta-
inferences of this study add to the extant literature to promote the further development 
of policy, education and clinical practice for professionals who work with women and 
their infants at risk of poor perinatal mental health outcomes. 
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Collaboration in perinatal and infant mental health – by whose definition? 
Karen Myors1 Virginia Schmied1 Maree Johnson1 Michelle Cleary2 
1University of Western Sydney, New South Wales, 
2National University of Singapore, Singapore 
 
INTRODUCTION & BACKGROUND Over the past decade routine mental health care 
in the form of psychosocial assessment and depression screening, has been 
integrated into mainstream maternity and child health services in NSW, Australia. The 
aim is to identify women at risk of poor perinatal mental health outcomes and refer to 
appropriate services. Specialist perinatal and infant mental health (PIMH) teams are 
one such service. 
These specialist PIMH services have been implemented within policy documents that 
refer to the integration and coordination of services for women in the perinatal period. 
There are however, numerous definitions of collaboration and integrative care. 
Without clear guidelines implementation poses challenges for clinicians which can 
impact on service users. 
 
AIM To identify how PIMH clinicians, key stakeholders and women service-users view 
and experience collaboration. 
 
METHODS This was a concurrent embedded mixed methods study. Data collection 
comprised of reviewing 244 medical records, transcriptions of textual data, interviews 
with 13 professionals and interviews with 11 women who had accessed and been 
discharged from a PIMH service. Ethical approval was granted by the University of 
Western Sydney and the two area health services. 
 
RESULTS PIMH clinicians reported that they worked within a collaborative 
framework. Key stakeholders reported collaborative practices needed to improve. 
Collaboration impacted women negatively when referral processes weren’t followed 
through, especially at discharge. 
 
OUTCOMES/SIGNIFICANCE There are multiple definitions for collaboration. Policy 
documents are often not clear about collaboration or integration. Clinicians and 
services view collaboration differently. 
 
TRANSLATION TO POLICY AND/OR PRACTICE CHANGE Key services need to 
mutually agree about collaborative practices. 
 
LEARNING OBJECTIVES 1. Collaboration has different meanings to different 
professionals. 2. Collaboration needs to be defined within services if it is to be enacted 
by professionals. 3. Collaboration can impact upon client outcomes.
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mental health services: characteristics of women & services provided. The Marce 
International Society International Biennial General Scientific Meeting "Acting 
Together Around Childbirth", Archives of Women's Mental Health, 16 (Supplement 1): 
s36. DOI: 10.1007/s00737-013-0355-x 
 
Specialist Perinatal Mental Health Services: Characteristics of Women & 
Services Provided 
Karen Anne Myors1, Virginia Schmied1, Maree Johnson1, Michelle Cleary2 
1University of Western Sydney, Australia; 2National University of Singapore 
Email: jka.holgate@bigpond.com 
 
Introduction: In Australia, integrated models of care are being explored for women 
who need additional support during pregnancy and after birth. Many women identified 
as having risk factors for poor perinatal mental health are referred to specialist 
perinatal and infant mental health (PIMH) teams. To date however, there has been 
limited evaluation of these teams and the services they provide. 
 
Aims: This presentation will: 
1. describe the characteristics of women who are referred to specialist PIMH teams; 
2. report on the services that the specialist PIMH teams provide to women; and 
3. illustrate how specialist PIMH clinicians envisage their role with women and other 
services. 
 
Methods: A mixed method study (utilising both quantitative and qualitative methods 
of data collection and analyses) was undertaken in two sites in New South Wales, 
Australia. 244 medical records were reviewed of women who had been a client of a 
specialist PIMH team between 2010 and 2011, representing 85 % of the caseload 
over this time frame. 11 women who had accessed the services of a specialist PIMH 
team and 13 professionals were interviewed. 
 
Results: 57 % of women were multiparous, 73 % were married or living as married, 
over 90 % of women had greater than 2 risk factors and the majority of women 
received over 3 types of interventions e.g. supportive counselling, psychoeducation. 
Specialist PIMH teams are multidisciplinary. Professionals use a number of strategies 
to engage women including home visits, text messaging and written letters. Following 
initial referral, the PIMH service made on average 2–3 phone calls to make contact 
with women and 29 % of women did not engage in the service. 
Professionals work in both a case management model and a therapy model, 
depending upon the needs of the woman, and provide a consultative role for other 
services e.g. adult mental health, private obstetricians. 
Women reported that they highly valued the service but did not have a strong sense 
of the interventions they were receiving. 
Conclusions: This study has helped provide clarity about specialist PIMH teams, a 
little researched area, the services that are provided and the characteristics of the 
women who receive the care.
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Appendix 3: Chapter Two Online Supporting Information 
Table S1. Studies of professionals' perceptions and experiences of collaboration and integration – extended version. 
Authors/Country/Title Aim Type of study Participants Results Related themes       
Janssens, A., Peremans, L. 
& Deboutte, D.  
(2010). Belgium. 
Conceptualizing 
collaboration between 
children’s services and 
child and adolescent 
psychiatry: A bottom-up 
process based on a 
qualitative needs 
assessment among the 
professionals. 
To explore 
professionals of 
children's services 
and child and 
adolescent psychiatry 
perceptions of the 
development of future 
collaborative 
partnerships. 
Grounded theory: 
focus groups. 
16 children’s services 
and 1 child and 
adolescent 
psychiatric centre. 
Children’s services – 
5 focus groups with 
30 participants. Child 
and adolescent 
psychiatry centre – 3 
focus groups with 26 
participants. 
Participants agreed 
upon the goal of 
partnership and 
preferred case level to 
organisational level 
collaboration, with 
direct face to face 
communication seen 
as a key factor. 
Defined boundaries 
and role definitions 
within an atmosphere 
of mutual trust was 
also seen as 
necessary. 
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines; 
Role clarity;  
Continuity of care; 
Shared vision, aims 
and goals; 
Building relationships 
and trust. 
      
Brown, M., Mills, N., 
McCalmont, C. & Lees, S.  
(2009). United Kingdom. 
Perinatal mental health 
services. 
To explore how 
perinatal mental 
health services are 
provided in three local 
primary care trusts. 
 
Mixed methods study: 
review of 
documentation, 
structured 
questionnaire, focus 
groups. 
The questionnaire 
was completed by 
community midwives 
(n=74), final year 
midwifery students 
(n= 19), obstetricians 
(n=22), perinatal 
mental health 
practitioners (n=3) 
and health visitors 
(n=13). 
Six focus groups with 
midwives (n=50). One 
To increase perinatal 
mental health service 
provision 
organisations need to 
implement: universal 
pathways to care;  
increased liaison and 
communication 
between services and 
professionals; 
structured mental 
health assessments; 
and interdisciplinary 
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines. 
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focus group interview 
with midwifery 
students (n=18). 
education about 
perinatal mental 
health. 
Lees, S., Brown, M., Mills, 
N. & McCalmont, C.  
(2009). United Kingdom. 
Professionals’ knowledge 
of perinatal mental health 
care. 
To explore perinatal 
mental health 
services in one area 
of the UK. 
Mixed methods: 
analysis of referral 
documentation, 
structured 
questionnaire, focus 
groups. 
Referral 
documentation for 
women who were 
referred for perinatal 
mental health care 
1.9.2006 - 31.8.2007; 
a structured 
questionnaire sent to 
perinatal mental 
health staff, 
midwives, student 
midwives, 
obstetrician and 
health visitors (n=74), 
6 focus groups with 
midwives (n=50); and 
1 focus group with 
student midwives 
(n=18).  
Formal referral 
pathways and 
universal processes 
need to be developed; 
more specialist 
perinatal mental health 
staff are required; and 
healthcare staff need 
further training on 
perinatal and mental 
health issues. 
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines; 
Training and 
education of staff. 
      
McConacie, S. & Whitford, 
H.  
(2009). United Kingdom. 
Mental health nurses’ 
attitudes towards severe 
perinatal mental health. 
To explore the 
experiences and 
attitudes of mental 
health nurses when 
working with women 
who have severe 
mental illness during 
the perinatal period. 
Qualitative: Cross-
sectional exploratory 
study using focus 
groups. 
Three focus groups 
with mental health 
nurses (n=16). 
Participants reported 
that: symptoms of 
mental illness are the 
same during the 
perinatal period as 
other times; there 
were feelings of fear 
and anxiety when 
caring for women who 
had infants; the use of 
a screening tool had 
decreased 
communication 
Pathways and 
guidelines; 
Support to work in 
new ways; 
Building relationships 
and trust. 
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between services and 
clinical decision 
making; and increased 
confidence was 
expressed when 
professionals worked 
with colleagues who 
they knew and trusted. 
Darlington, Y. & Feeney, 
J.A.  
(2008). Australia. 
Collaboration between 
mental health and child 
protection services: 
Professionals’ perceptions 
of best practice. 
To explore mental 
health and child 
protection 
professionals’ 
perceptions of best 
practice when 
working in cases 
where there is 
parental mental 
illness and child 
protection concerns.  
Qualitative: 
responses to a open-
ended question on a 
self-administered 
cross sectional state 
wide survey. 
Professionals in 
mental health (n=128) 
and child protection 
(n=97) services.  
7 participants worked 
in either both services 
or did not provide this 
information. 
To improve 
interagency 
relationships and 
collaborative 
processes 
professionals need: 
improved 
communication at the 
organisational and 
clinical (case) level; 
enhanced knowledge 
and skills; and 
adequate resources 
and appropriate 
service models.  
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines; 
Training and 
education of staff; 
Role clarity;  
Continuity of care; 
Shared vision, aims 
and goals; 
Building relationships 
and trust. 
      
Hauck, Y., Rock, D., 
Jackiewicz, T. & Jablensky, 
A.  
(2008). Australia. 
Healthy babies for mothers 
with serious mental illness: 
A case management 
framework for mental 
health clinicians. 
Development of a 
framework for 
community mental 
health clinicians to 
improve the 
reproductive health 
outcome for women 
with serious mental 
illness. 
Qualitative: focus 
groups and 
interviews. 
Focus groups with 
community mental 
health clinicians 
(n=55), interviews 
with midwives (n=11), 
midwifery managers 
(n=4), psychiatrists 
(n=5), general 
practitioners (n=2) 
obstetrician (n=1) and 
community agencies 
(n= not given). 
A framework for 
perinatal mental health 
services should 
include: a holistic 
approach; 
reproductive/consumer 
choice; and continuity 
of care. This led to 3 
key elements: early 
detection and 
monitoring of 
pregnancy; providing 
Role clarity;  
Continuity of care; 
Shared vision, aims 
and goals. 
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reproductive choices; 
and a small known 
team approach.  
Rothera, I. & Oates, M. 
(2008). United Kingdom. 
Managing perinatal mental 
health disorders effectively: 
identifying the necessary 
components of service 
provision and delivery. 
To identify the core 
components of care 
and service delivery 
for women 
experiencing perinatal 
mental illness and 
identify service gaps. 
 
 
Qualitative: interviews 
and focus groups 
Interviews: health 
professionals (n=39) 
– adult and perinatal 
psychiatrists, 
obstetricians, health 
visitors, midwives, 
general practitioner, 
primary care mental 
health practitioners 
and health service 
managers. 
Focus groups: 2 with 
recovered women 
(n=5, n=7). 
Non – specialist health 
care professionals 
lacked specific 
knowledge and skills; 
need improved access 
to psychiatric care; the 
systematic 
development of 
pathways, protocols 
and guidelines; there 
are fragmented and 
disjointed services 
with minimal 
communication; 
professionals are 
unclear about their 
roles and 
responsibilities. 
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines; 
Training and 
education of staff; 
Role clarity;  
Continuity of care; 
Shared vision, aims 
and goals 
      
Rowan, C. & Bick, D. 
(2008). United Kingdom. 
Evaluation of the provision 
of perinatal mental health 
services in two English 
strategic health authorities. 
To evaluate service 
provision and the 
implementation of the 
NICE 
recommendations in 
two UK health 
authorities. 
Quantitative: semi-
structured survey 
questionnaire. 
24 of 39 maternity 
units responded (62% 
response rate). The 
paper does not 
identify the 
professionals who 
completed the 
survey. 
Most of the maternity 
units had guidelines 
for women at risk of 
perinatal mental 
illness. Less than half 
of the units had 
access to a perinatal 
psychiatrist or midwife. 
Liaison with 
psychiatric services 
needs to be 
strengthened. Most 
units were restrained 
Funding and 
resources for 
collaboration; 
Training and 
education of staff; 
Building relationships 
and trust. 
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by planning and 
resource issues. 
Elliott, S.A., Bewley, S., 
Green, L., Hunter, M. & 
Hodgkiss, A.  
(2007). United Kingdom. 
Stakeholder views: 
necessary but not sufficient 
in devising mental health 
provision for maternity 
services. 
To identify 
stakeholder views for 
the development of a 
new perinatal mental 
health service. 
Qualitative: 
interviews. 
Midwives (n=6), 
maternity services 
manager (n=1), 
consultant 
obstetricians (n= 5), 
antenatal clinic users 
(n=4), user group 
providers (n=2), 
members of user 
groups (n=3), users 
of the prior specialist 
mother and infant 
mental health service 
(n=2), adult mental 
health clinicians 
(n=8), child and 
family mental health 
clinicians (n= 2), 
learning disability 
service clinician 
(n=1), perinatal 
mental health 
specialists (n= 7), 
general practitioners 
(n= 2), health visitors 
(n=2), nurse educator 
in perinatal mental 
health(n=1), providers 
from a voluntary 
service (n=2), social 
workers (n=2) and 
members of the 
health authority (n=2). 
Maternity staff should 
receive training to 
support their role in 
perinatal mental 
health; referral 
pathways are needed 
between maternity and 
mental health 
services; mental 
health services should 
include 
multidisciplinary teams 
which provide a range 
of treatments; 
collaboration between 
services need to occur 
at the organisational 
and professional level.  
 
 
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines; 
Training and 
education of staff; 
Role clarity;  
Continuity of care; 
Support to work in 
new ways; 
Building relationships 
and trust. 
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Freeman, T. & Peck. E. 
(2006). United Kingdom. 
Evaluating partnerships: a 
case study of integrated 
specialist mental health 
services. 
An evaluation of a 
county-wide 
implementation of 
specialist integrated 
community mental 
health services, 2002-
2004. 
Multi-method 
approach: focus 
groups, interviews 
and questionnaires. 
Focus groups with 
users and carers 
(n=31) of the mental 
health system, semi-
structured interviews 
with team managers 
(n=31), self 
completion 
questionnaire for 
each team member 
(medical, social care, 
nursing, psychology) 
of community mental 
health (n=not given). 
Professional 
disagreement during 
crisis episodes, the 
‘extra’ time through 
integration was not 
forthcoming. The co-
location of teams 
increased informal 
communication. Users 
of the new system 
were positive. Carers 
were also positive 
about the new change 
however, carers and 
users have different 
frames of reference, re 
inpatient admissions, 
due to different lived 
experiences. Two of 
the teams reported 
positive benefits from 
the change. Two 
teams reported 
decreased job 
satisfaction and one 
team reported difficulty 
in implementing the 
new model due to staff 
shortages and 
turnover.  
Funding and 
resources for 
collaboration; 
Role clarity;  
Continuity of care; 
Building relationships 
and trust. 
 
      
Darlington, Y., Feeney, J.A. 
& Rixon, K.  
(2005a). Australia. Practice 
challenges at the 
intersection of child 
To examine 
collaboration between 
mental health and 
child protection 
services where there 
Qualitative: in-depth 
interviews. 
Child protection 
workers (n=17), adult 
mental health 
workers (n=15) and 
child and youth 
Four domains assist 
collaboration: 
communication, 
knowledge, role clarity 
and resources (staff, 
Funding and 
resources for 
collaboration; 
Training and 
education of staff; 
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protection and mental 
health. 
is parental mental 
illness and child 
protection concerns. 
mental health 
workers (n= 4). 
Participants were 
from metropolitan, 
rural and remote 
areas. 
training and time). 
Challenges to 
collaboration related to 
the often chaotic 
nature of mental 
illness and balancing 
the needs of parents 
and children. 
Role clarity;  
Continuity of care; 
Shared vision, aims 
and goals; 
Building relationships 
and trust. 
Darlington, Y, Feeney, J.A. 
& Rixon, K.  
(2005b). Australia. 
Interagency collaboration 
between child protection 
and mental health services: 
Practices, attitudes and 
barriers. 
To examine factors 
that facilitate and 
hinder interagency 
collaboration between 
child protection and 
mental health 
services. 
Quantitative: self 
administered, cross 
sectional survey. 
1105 questionnaires 
mailed to the medical 
officers of the 
Suspected Child 
Abuse and Neglect 
(SCAN) Team, all 
child protection 
workers and team 
leaders of mental 
health teams in the 
state of Queensland 
in July 2002. 232 
responses, 21% 
overall response rate 
– 36% SCAN Team 
medical officers, 17% 
child protection 
workers, 24% mental 
health workers. 
Current practices: 
moderate amount of 
interagency contact, 
minimal in-depth 
collaboration. 
Attitude: most 
respondents reported 
a positive attitude to 
collaboration but felt 
constrained by lack of 
organisational 
supports. 
Barriers: inadequate 
resources, 
confidentiality, gaps in 
interagency 
processes, unrealistic 
expectations and 
professional 
knowledge domains 
and boundaries. 
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines; 
Training and 
education of staff. 
      
Macdonald, E., Mohay, H., 
Sorensen, D., Alcorn, N., 
McDermott, B., Lee, E. & 
Members of the Mater 
CYMHS Infant Mental 
Health Steering Committee.  
To identify support 
services for infants 0 
– 2 years and their 
families, identify 
access issues and 
make 
Qualitative: focus 
groups and semi-
structured interviews. 
Focus groups and 
semi-structured 
interviews with staff 
of antenatal care or 
children's (0-2 years) 
services (n=18 
Of the 18 services only 
4 provided a 
joint parent- infant 
focus. Services were 
fragmented, lacked 
communication and 
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines; 
Role clarity;  
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(2005). Australia.  
Current delivery of infant 
mental health services: are 
infant mental health needs 
being met? 
recommendations to 
increase access. 
services) either 
home, community or 
hospital based. 
continuity as the 
infant/s developed 
over time; there was a 
shortage of services 
working jointly with the 
parent and infant; and 
services had difficulty 
providing support for 
some at-risk 
populations. 
Continuity of care; 
Shared vision, aims 
and goals; 
Building relationships 
and trust. 
Darlington, Y., Feeney, J.A. 
& Rixon, K.  
(2004). Australia. 
Complexity, conflict and 
uncertainty: Issues in 
collaboration between child 
protection and mental 
health 
services.  
To examine 
collaboration between 
mental health and 
child protection 
services and to 
determine if the 
uncertainty of 
parental mental 
illness and of child 
protection concerns 
impacts upon 
professional 
collaboration. 
Qualitative: analysis 
of written case 
studies. 
 
Adult mental health 
and child protection 
workers (n=122) 
provided descriptions 
of 300 cases. 
Professionals 
collaborated widely 
across government 
and community-based 
organisations; workers 
found the collaborative 
process rewarding.  
Difficulties reported 
related to the need for: 
improved 
communication, 
increased role clarity, 
leadership and 
coordination, 
inadequate resources 
and when there was 
uncertainty about 
parental mental illness 
or child protection 
concerns. 
Funding and 
resources for 
collaboration; 
Pathways and 
guidelines. 
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Appendix 4: Letter of Invitation for Women  
 
 
Local Health Network Letter Head 
        
Perinatal Pathways Study 
          LETTER OF INVITATION 
Dear                        , 
This is a letter of invitation to participate in a study about your experience of being a client of a 
perinatal and infant mental health service. In NSW it is routine to ask all women before and after 
birth about their social and emotional wellbeing. Women who identify as having some emotional 
or social difficulty at these times are often referred to a specialist perinatal and infant mental health 
service. 
The purpose of this study is to explore women's experiences of these specialised services, the 
treatments or services that were provided and the outcomes for women and their infants at the end 
of the service use. From this study we hope to be able to improve the services available for women, 
infants and their families. 
The study is being conducted through the University of Western Sydney by Professor Virginia 
Schmied, Professor Maree Johnson, Associate Professor Michelle Cleary and PhD candidate Ms 
Karen Myors. 
Participation in the study will involve: 
 1. A face to face interview. This will occur at a time and place convenient to you.  The 
interview will involve a number of questions about your experience or perceptions of the perinatal 
and infant mental health service that you received. The interview will take approximately 30 to 60 
minutes and with your permission will be audio recorded. 
 2. The researcher will also ask your permission to review your medical record for the time you 
were a client of the perinatal and infant mental health service. 
The study is completely voluntary and you can withdraw at any time. 
If you are interested and would like to have further information, please complete and return the 
attached slip in the reply paid envelope and you will be contacted by Karen Myors, or alternatively 
you can contact her on 0415 320 453. 
Please be assured that I will not be aware of whether you participate in this study or not, so 
whatever you decide to do, it will not affect the care you receive from me now or in the future. 
Yours sincerely, 
[insert name of PIMH manager] 
Perinatal Pathways Letter of Invitation, Version 3, December 2010   Page 1 of 2 
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Perinatal Pathways Study 
 
 
I am interested in the study and would like to find out more about it: 
 
 
 
Name: 
................................................................................................................................ 
 
 
 
Telephone Number:  
................................................................................................................................. 
 
 
 
Please mail to: 
 
 
Ms Karen Myors/Professor Virginia Schmied 
C/- University of Western Sydney 
Parramatta Campus 
School of Nursing & Midwifery 
College of Health & Science 
Locked Bag 1797 
Penrith South DC 
NSW 1797 
 
 
 
 
 
 
Perinatal Pathways Letter of Invitation, Version 3, December 2010   Page 2 of 2 
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Appendix 5: Ethics Amendment  
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Appendix 6: Consent to Contact Form 
 
Locked Bag 1797 
Penrith South DC NSW 1797 Australia 
Professor Virginia Schmied 
School of Nursing & Midwifery 
College of Health & Science 
v.schmied@uws.edu.au 
Ph 61-2- 9685 9505 
Fax 61-2- 9685 9835 
 
 
 
 
Perinatal Pathways Study 
CONSENT TO CONTACT 
I give my permission for my name and contact details to be given to the researcher, 
Karen Myors, and for Karen to contact me. I understand that I am not obliged to 
participate in this study. 
My name is: ______________________________________ (please print) 
Signature:    _________________________________ Date: _______________ 
My telephone contact numbers are: (Home) _____________________________ 
                                                               (Mobile) ____________________________ 
The best days/times to call me are: ________________________________ 
Perinatal Pathways Consent to Contact Form Version 1, September 2011  Page 1 of 1
Study Title: Perinatal Pathways: A study of a specialised integrated case management  
service for women at risk of poor perinatal mental health. 
   Researchers: Ms Karen Myors, student researcher 
                          Professor Virginia Schmied 
     Professor Maree Johnson 
     Associate Professor Michelle Cleary 
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Appendix 7: Medical Record Review Tool 
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Appendix 8: Medical Record Textual Data 
Template 
 
 
Perinatal Pathways 
 
Medical Record Review Textual Data Template 
 
 
Code Number: 
 
 
 
Text example of intervention: 
 
 
 
 
 
 
Text example of referral: 
 
 
 
 
 
 
Text example of contact with other service: 
 
 
 
 
 
 
Text example of discharge: 
 
 
 
 
 
Text example of engagement: 
 
 
 
 
 
 
Text example of outcome
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Appendix 9: Interview Guide - PIMH Clinicians 
 
Perinatal Pathways: 
A study of a specialised case management service for women  
at risk of poor perinatal mental health 
 
Interview Guide - PIMH Clinicians 
 
In 2009 the Supporting Families Early policy (also known as SAFE START) was 
introduced by NSW Health. Despite this, your area was already implementing many 
of the strategies. This study is particularly interested in the specialist PIMH services. 
What is your professional background? 
Service: 
Can you describe your service for me? 
What are its aims? 
What theories/concepts or frameworks informs your practice? 
 e.g. attachment theory. 
Engagement: 
Families with multiple challenges are often difficult to engage in services. What do 
you find works to connect with the woman in some sense? 
 e.g. What strategies do you use to engage women in the service? 
How do you know that a woman is engaged in the service? 
  e.g. What do you look for/identify that a women has been successfully 
engaged with the service? 
Are there any other strategies that you would like to use but can't e.g. due resources? 
Stigma is cited in the literature as being a primary barrier to engagement in mental 
health services. Do you find stigma an issue, either about the service or the stigma of 
having a mental illness or a history of trauma?  
 e.g. How do you deal with the issue of stigma related to mental health 
treatments/services or mental illness or trauma itself in engaging women into your 
service? 
Within health care developing a trusting relationship with clients is important, however 
it is more essential for mental health services. How do you build a trusting relationship 
with your clients? 
 e.g. What strategies/techniques do you use? 
Perinatal Pathways Interview Guide for PIMH Clinicians, Version 2, December 2010 Page 1 of 2 
           
 
APPENDIX 9 
 
198 
 
Interventions: 
What services or interventions do you provide/use for the women you see? 
Out of these interventions which three would you use most of the time? 
 Why? 
Case management: 
What does the term case management mean to you? 
Do you work within a case management model? 
Integration: 
What other services do you predominantly work with in regard to your clients? 
Can you describe the forms or ways that you communicate with these services? 
Are some services more closely connected to you and others more distant? 
What type of working relationship do you have with these other services? 
Do you refer your families to other agencies/organisations? 
Which ones do you mainly refer to? 
The NSW Health Supporting Families Early policy i.e. SAFE START, talks about 
integrated services. Do you think the service you work in is integrated? 
Why? 
Why not? 
Experiences: 
Can you describe some of the positive experiences of working in a PIMH team? 
Can you describe some of the negative experiences of working in a PIMH team? 
What skills or training do you think is needed for someone to work in this type of 
specialty service? 
 
Working with families who have many challenges can be draining and stressful for 
clinicians. Do you feel supported in the work that you do? 
 By your colleagues, by management? 
Why? 
Why not? 
 
What is your usual caseload? 
 
Is there anything else you would like to add? 
Perinatal Pathways Interview Guide for PIMH Clinicians, Version 2, December 2010 Page 2 of 2
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Appendix 10: Interview Guide - PIMH Managers 
  
Perinatal Pathways: 
A study of a specialised integrated case management service for 
women at risk of poor perinatal mental health 
 
Interview Guide - PIMH Managers 
 
1. Can you tell me about the history of the PIMH service, was there anything in 
particular that made it happen, why it was established, who designed it and 
championed its implementation? 
 
2. What year was the service initially set up? 
 
3. Can you describe the current PIMH service and its model/s of care and how it 
operates? 
 
4. How was the model/s developed and who designed it? 
 
5. How long has the service been working in this model/s? 
 
6. Is the current service model significantly different to the one that was initially 
implemented? 
 
If so, why? 
 
7. Can you describe the demographics of the population that you service and how 
has this influenced the model/models of care? 
 
8. In regard to the staff how many FTEs are employed and what is their professional 
background?  
 
9. What are the factors that facilitate the services' continuing function? 
 
10. What are the barriers or challenges in providing the service? 
 
11. In regard to other services, who does the PIMH service work most closely with and 
why? 
 
12. How would you describe the relationships with these other services and 
professionals? 
 
13. What does/or would facilitate these relationships? 
 
14. In an ideal world with no barriers such as resources, how would you like to see the 
service operating? 
Perinatal Pathways Interview Guide for PIMH Managers, Version 2, December 2010 Page 1 of 1
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Appendix 11: Interview Guide -  
Key Stakeholders 
 
Perinatal Pathways: 
A study of a specialised case management service for women 
at risk of poor perinatal mental health 
 
Interview Guide -  Key Stakeholders 
 
1. Can you tell me about the history of the PIMH service, was there anything in particular 
that made it happen, why it was established, who designed it and championed its 
implementation? 
 
2. What year was the service initially set up? 
 
3. Can you describe the current PIMH service and its model/s of care and how it 
operates? 
 
4. How was the current model/s developed and who designed it? 
 
5. How long has the service been working in this model/s? 
 
6. Is the current service model significantly different to the one that was initially 
implemented? 
 
7. If so, why? 
 
8. What is the current aims or purpose of this service? 
 
9. Has this changed since it was initially set up? 
 
10. From your experience what may be the benefits for women and their families of 
engaging in this service? 
 
11. Are there any less positive aspects of the service for women and families? 
 
12. From your experience what has been the positive aspects of working or linking with 
this service? 
 
13. Is there anything that you would have liked to have been different? 
 
14. In an ideal world with no barriers such as resources, how would you like to see the 
service operating? 
 
Perinatal Pathways Interview Guide for Key Stakeholders, Version 2, December 2010 Page 1 of 1
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Appendix 12: Interview Guide -  
Women Service-users 
 
Perinatal Pathways: 
A study of a specialised case management service for women  
at risk of poor perinatal mental health 
 
Interview Guide -  Women 
 
1. Can you describe your initial feeling/reaction when you were asked about being 
referred to a specialist perinatal and infant mental health service? 
 
2. Can you remember what happened after your initial referral to the perinatal and 
infant mental health service, for example how long did you have to wait to be 
contacted? 
 
What was this like for you? 
 
3. Can you tell me about your experience with the service – what were the best things 
and the less positive things for you? 
 
4.  Over this time, did you have contact with the same person from the service? 
Would you have preferred to have had contact with mainly one person? 
How many people from the service were in contact with you? 
 
5. Where did you usually meet e.g. at home, at a health centre, in a public area e.g. 
coffee shop, main contact over the phone? 
 
6. What was your preferred venue? 
Why? 
 
7. Can you tell me something about what the case manager or other clinicians 
provided for you – any particular treatment or services? 
For example, what interventions or treatments did you receive from the service 
e.g. review with a psychiatrist, medication commencement/change, videotaping, 
education about child development? 
 
8. Did you find that you could easily relate to the person who you had contact with? 
Why? Why not? 
 
9. Were you involved with other services at the same time? 
 
10. What was helpful or less helpful about these other services? 
Why? Why not? 
 
11. Did you tell anyone, family or friends, that you were seeing a mental health 
specialist? 
Why? Why not? 
 
12. Looking back, now that you are no longer with the service, what was your overall 
experience? 
 
13. In the future how would you feel if you were referred to another perinatal and infant 
mental health service? 
 
14. Is there anything else you would like to add? 
 
Perinatal Pathways Interview Guide for Women, Version 2, December 2010  Page 1 of 1
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Appendix 13: Mixed Methods Matrix of Therapeutic Interventions 
Intervention - 
grouped from 
medical record 
review 
Quantitative data - 
frequency of use 
from medical 
record review 
(N=244) 
Intervention - examples  
from medical record review 
(N=244)† 
Qualitative data -textual 
examples from medical record 
review (N=244) 
Qualitative data - interviews 
with PIMH professionals 
(N=8) and key stakeholders 
(N=5) 
Qualitative data - 
interviews with past 
clients (N=11)‡ 
 
Mental Health 
assessment / 
Care 
Coordination 
 
845 
Family of origin  (FOO) - 
genogram (n=161) 
 
 
 
 
 
 
Referrals (n=127) 
 
 
 
 
 
 
 
 
 
 
Mental health assessment 
(n=82) 
 
 
 
 
 
 
Discussed FOO intrusive 
attempts to “support” (client) in 
looking after the baby, not 
realising their “undermining” of 
(clients) mothering. 
Assertiveness encouraged. 
(MR053) 
 
(Client) requested counseling 
from a Vietnamese speaking 
worker and she has been 
referred to transcultural mental 
health for follow up. She has 
also been given the contact 
details of (name) community 
centre who provide a 
Vietnamese family worker. 
(MR054) 
 
[During home visit] MSE: 
Presents as very teary & 
depressed. Appetite 
decreased over last week, not 
eating much, once day. Feels 
depressed, more than ever 
has before. Finding it hard to 
cope w baby at times. Regular 
The genogram's really 
important. So getting a 
family tree, an 
understanding of where all 
that fits. (P2) 
 
 
 
Referring them to other 
services for more practical 
type support, or social, to 
reduce their social isolation. 
(P7) 
 
 
 
 
 
 
So usually in the 
assessment I've got a bit of 
an idea of some of their 
early experiences. (P2) 
 
 
 
 
I didn’t realise myself 
but that a lot of my 
issues are from  ... past 
experiences and 
childhood and all that 
sort of stuff. (Nancy) 
 
 
She helped me into a 
few ... programs to help 
me feel more confident 
with my parenting. 
(Carol) 
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Medication management 
(n=79) 
 
 
 
 
 
 
Advocacy (n=67) 
 
 
 
 
 
thoughts of self harm. About 2-
3/52 ago took an o/d of 7-8 
Panadeine Forte tablets after 
fight w husband. He knew 
about it, didn’t go to hospital. 
About 1/52 had thought of 
killing herself & baby – felt very 
scared about it. No immediate 
plan at present  
Discussed options – 
1. Hospitalisation, 
procedure for this 
2. Review by our 
psychiatrist next week. 
(Client) said she will be safe 
from self harm until an app 
next week. Discussed what 
she could do if the thought 
came – she named few friends 
she could call. (MR043) 
 
(Partner) convinced that she 
should go back on medication. 
(Client) feeling ‘torn’ b/c she 
recognises the benefit of CBT 
& realises that medication is 
not a solution. (MR001) 
 
 
[Letter] I am writing to support 
the request for (Client) 
requesting financial assistance 
to support childcare 
arrangement for her second 
and third daughters. (Client) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Involvement with 
medication...they're asking 
about side effects...so you 
have to know 
resources...and those 
places to get information. 
(P1) 
 
I often write Housing 
advocacy letters and get 
my clients on the Housing 
list. (P7) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
They wanted to put me 
on a medication and I 
felt that that medication 
was perfect, it helped 
balance me out and 
everything. (Melissa) 
 
 
She took it upon herself 
and she went through 
the hospital system and 
did a complaint for me... 
no one responded to her 
or myself, but the fact 
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Perinatal care plan (n=64) 
 
 
 
 
 
 
 
Psychiatric review (n=62) 
 
 
 
 
 
has been a patient of our 
service since (date) and I have 
been treating her for 
depressive symptoms. To 
date, she continues to 
experience ongoing 
psychological distress 
exhibiting thoughts of wanting 
to harm herself and I believe 
that her children should be 
placed in childcare as an 
opportunity to allow her 
psychological wellbeing to 
improve. It is pertinent that her 
children be placed in childcare 
given that she is exhibiting a 
fragile psychological state. I 
feel that this would allow her 
emotional wellbeing to improve 
significantly. (MR028) 
 
We discussed the perinatal 
care plan and considered: 
recommending a single room 
so (partner) and family 
members can potentially stay 
with (client) day & night for 
support. (MR029) 
 
(Client) was depressed and 
reviewed by (psychiatrist) and 
commenced on Sertraline.  
(MR072) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A perinatal support plan ... 
tells ... who should be 
contacted at delivery ... 
what to observe for ... on 
the ward, some sort of 
guidance. (S1) 
 
 
We have psychiatrist on our 
team, we work as a team 
so part of my job would be 
to keep an eye on the 
biological stuff and if it ever 
changes then we can 
that she was proactive 
and really tried to help 
seek justice in the 
situation...that helped 
me emotionally. (Nancy) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I did see the 
(psychiatrist) every now 
and again ... if I needed 
like a review on the 
medication or something 
like that. (Melissa) 
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Service coordination (n=57) 
 
 
 
 
 
 
Other care plans (n=56) 
 
 
 
 
 
 
 
 
 
 
 
Risk assessment (n=42) 
 
 
 
 
Biopsychosocial model 
(n=24) 
 
 
 
 
 
 
 
 
 
P/C to (Name), (service). 
Explained above. We will 
continue to liaise w each other 
& will inform when discharging. 
(Name) will continue to offer 
support. (MR043) 
 
Discussed Baby Care Plan – in 
event of hospitalisation being 
needed, will f/up at next appt. 
(MR221)  
 
 
 
 
 
 
 
 
(Client) was assessed on 
(date). There were no risk 
issues. (MR054) 
 
 
Explained biopsychosocial 
model of anxiety/depression & 
treatment. (MR043) 
 
 
 
 
always get you then to see 
the psychiatrist in our team. 
(P2) 
 
You have to coordinate and 
liaise with all the other 
services, and swap 
information. You have case 
conferences for planning. 
(P1) 
 
It’s also going to take into 
consideration a baby ... 
plan ... S o if mum has to ... 
be admitted to a mental 
health unit, what’s going to 
happen to the baby, who’s 
going to look after the baby, 
what’s going to happen with 
breastfeeding, so it’s going 
to be fairly explicit ... care 
planning ... (P5) 
 
... protective factors, and 
then looking at risk 
assessment, would be 
primary. (P6) 
 
The biopsychosocial model 
we draw three circles that 
overlap...the letter B ... 
stands for biology ... The 
next circle is psychological 
or your personality and that 
talks about your early 
 
 
 
 
(Clinician) referred me 
to a  ...  mother and 
baby massage [course]. 
(Tabitha) 
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Other e.g. transport (n=24) 
 
 
 
 
 
 
 
(Client) transported to and 
from (service centre) for 
medication review. (MR221)  
experience ... the last circle 
is the social circle and that 
really touches on what is 
happening for you now. 
(PP2) 
 
Sometimes I've had to drive 
people down to Housing. 
(P7) 
 
Mental health 
therapeutic 
intervention 
 
535 
Anxiety & depression 
management (n=213) 
 
 
 
 
E.g. - Scaling questions 
(n=39) 
        
 
 
 
 
       - Challenging negative 
thoughts (n=15)     
       
 
 
    
    - Normalising (n=14) 
       
       
 
 
 
 
Gave (client) the relaxation CD 
to try ... Also gave (client) the 
anxiety monitoring sheet. 
(MR005) 
 
 
(Client) reports a current mood 
of between 71/2 & 8 out of 10 
(1=low). (MR225) 
 
 
 
 
Encouraged to acknowledge 
differences and recognize 
strengths. Challenge 
perceptions of “not being able 
to cope”. (MR240) 
 
P/C to (client). Sounds reactive 
over phone. Reports that last 
night was ok but is feeling very 
tired today. Reflected that this 
was understandable having 
had baby for the week. Her 
husband will be home on the 
Breathing ...or progressive 
muscle relaxation, those 
really practical things, if 
their anxiety ... is out of 
control. (P3) 
 
I use Likert scales, I use 
naught to 10 ... for the 
depression, naught is ... 
really low ... and 10 is quite 
good ... and anxiety is a 
similar range. (P5) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
… working on 
techniques to cope and 
manage ... day to day 
and with anxiety and 
stress. (Patricia) 
 
 
 
 
 
 
 
 
 
 
 
 
 
While I see it as stress 
now ... and that a lot of 
women feel that way... 
making me see how it’s 
okay to be a little upset 
or stressed, but then to 
recognise it and then be 
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     - Mindfulness (n=13) 
      
      
 
 
      - CBT  (n=10) 
 
 
 
 
 
 
 
Supportive counselling 
(n=156) 
 
 
 
Psycho-education (n=50) 
 
 
 
 
 
 
 
 
 
Self care (n=22) 
 
weekend & I encouraged to 
get him to help with the baby 
so perhaps she can rest. 
(MR015) 
 
Talked through series of 
mindfulness exercises. Will 
practice mindful breathing over 
the next week. (MR240)   
 
We discussed CBT & other 
strategies including: cognitive 
thinking, has diary card, 
relaxation, scheduling/planning 
her day which includes some 
time out/ exercise. (Client) 
wrote these down. (MR111)  
 
(Client) feels like there is no 
one around her. We discussed 
how she ‘wishes’ things were 
different. (MR053) 
 
Commenced today's session 
with explaining how "wooly", 
confused she felt after last 
session. We spent half of the 
session discussing the 
therapeutic process. (Client) 
felt more contained & 'certain' 
of direction of therapy. 
(MR014) 
 
We discussed taking time for 
herself. (Client) identified this 
 
 
 
 
 
Mindfulness is ... being 
purposefully aware of 
what's happening in your 
body, at any one time. (P5) 
 
A bit of CBT as well ... 
around the anxiety. (P6) 
 
 
 
 
 
 
Supportive counselling ... 
it'll be driven by the client 
and what's happening for 
them at the time. (P1) 
 
Psycho-education, 
providing them with 
information about what to 
expect ... (P7) 
 
 
 
 
 
 
 
 
able to move on from it. 
(Cathie) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
It was just, basically, 
talking about the things 
that I wanted to talk 
about.  (Mary) 
 
She also had a lot of 
information as well, so a 
lot of good feedback ... I 
had a lot of funny 
questions ... she had a 
lot of good answers for 
questions that I had. 
(Melissa) 
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Other e.g. Grief & loss 
(n=94) 
as an ongoing struggle and we 
have previously discussed. 
Has 2x days to herself per 
week but finds she spends it 
doing housework. We 
discussed creating time to do 
her scrapbooking... (MR128)  
 
(Client) was tearful over the 
phone but acknowledged this in 
keeping with ongoing grief at 
husband’s death. (MR024) 
 
 
 
 
 
 
 
 
Quite often it is about ... 
wanting people to 
understand their trauma or 
their previous loss or their 
current anxiety. (P6) 
 
 
 
 
 
 
 
 
 
It was also talking 
through sometimes 
some of the grief about 
the fact that I wish I'd 
done things different 
with my eldest. (Tabitha) 
 
Child 
protection 
 
138 
Domestic violence (n=48) 
 
 
 
 
 
 
 
 
 
Informed of mandatory 
reporting (n=42) 
 
 
 
 
Discussion with child 
protection services (n=34) 
 
 
 
At our last visit (client) 
indicated that her husband can 
be verbally aggressive toward 
her and on occasion pushes 
and shoves her. He is also 
quite controlling. I referred 
(client) to Khmer DV worker at 
(suburb) Community Centre. 
(MR072) 
 
Aware of assessment process, 
including confidentiality and 
subsequent limits if necessary. 
(MR021) 
 
 
Explained to (client) that I 
spoke with (name) from (Child 
Protection services @ suburb) 
& that they are gathering 
… in particular things like 
domestic violence ... so... 
it’s where you draw the line. 
(S2) 
 
 
 
 
 
 
… the only times we’re not 
confidential, we have to tell 
them about that – that 
we’re mandated reporters. 
(P1) 
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Child protection report 
(n=14) 
information & ensuring there 
are supports in place. (MR035) 
 
Relationship stress continues 
– (see MRG) [Mandatory 
reporting guide]. (MR221)  
 
 
 
if it was detrimental to the 
child's wellbeing and safety 
you'd have to do a report. 
(P6) 
 
Parent - infant 
focus 
 
98 
Parent - infant therapy 
(n=60) 
    
 
 
 
         
 
            - with videotaping 
(n=7) 
 
 
 
 
Sleep & settling (n=14) 
 
 
 
 
 
 
 
 
Infant development (n=4) 
 
 
 
 
Week 1 COS-P 
(Client’s) level of insight good 
with relation to her 
understanding of the basis of 
the 'circle'. Pleased to hear 
about 'good enough parenting'. 
(MR225) 
 
We will try & see each other 
more often and will do some 
video work to build their r/s. 
Took video tape of (client) & 
(baby). (MR065) 
 
Seems possible that (client) 
does not know what to do with 
her baby but not want to 
appear ‘incompetent’. Asked to 
try some settling techniques 
for baby & to write down what 
she is doing  with her. 
(MR004) 
 
(Baby) is not yet walking at 17 
months, needs paediatric 
review. Not saying words. 
Discussed with (client) who 
Lately a lot of Circle of 
Security ... that's very good 
in getting them to 
understand their children's 
needs. (P3) 
 
 
 
I've had DVDs of parents 
themselves. Like we've 
done filming and then I've 
brought that in the next 
session. (P3) 
 
... whether it's the baby 
having to go to sleep on its 
own. (P2) 
 
 
 
 
 
 
... giving them that 
information about what the 
child needs to develop 
healthy relationships. (P7) 
 
She bought videos and 
things around on ... 
Circle of Security That 
was really good. (Tanya) 
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Other e.g. infant feeding 
(n=13) 
agreed for referral to speech 
pathology … (MR136) 
 
Still fully breastfeeding and 
reports a marked decrease in 
anxiety. (MR039) 
 
 
Family 
intervention 
 
73 
Coupes work (n=28) 
 
 
 
 
 
 
 
 
 
Child development (n=22) 
 
 
 
 
 
 
 
 
 
 
Child behaviour (n=11) 
 
 
 
 
 
 
 
Seen at home … Discussed 
main issue as r/s w (partner) ... 
Given lots of space to express 
her feelings, not able to talk to 
anyone about it. Encouraged 
to take her issues & concerns 
to counselling and see their 
commitment to attend it as a 
sign of hope. (MR125)  
 
We ended the session by me 
reminding her that when 
(daughter, 5 years) is asking or 
giving (client) a hug, that she is 
wanting a special connection 
between them. Suggested to 
(client) that she focus on the 
positive connections that she 
experiences with children. 
(MR014) 
 
Describing challenging 
behaviour from three 
daughters. Discussed utilising 
behaviour charts/reward 
systems & empowering the 
girls to choose a shared 
bedtime activity. (MR049) 
 
Circle of Security ... that's 
attachment really ...you can 
use that with everything.  
So I use that with couples. 
(P2) 
 
 
 
 
 
It's not unusual for the 
women ... to have older 
children ... and ... for those 
older children to have 
significant developmental, 
behavioural or relationship 
issues ... to get support in 
place for them ... it's usually 
a part of what we do. (P7) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
... and gave me great 
advice on things to go 
with the children as well. 
(Carol) 
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Family intervention (n=6) 
 
 
 
 
 
 
 
 
 
Other e.g. Childcare 
discussion (n=6) 
D/W (client) my concerns 
regarding her son (15 years) 
that he needs an assessment 
to review his psychological 
wellbeing … Also explained 
that he needs to be linked in 
with COPMI [Children of 
Parents with a Mental Illness]. 
(MR142) 
 
(Client) inquiring about In-
Home Childcare – have 
previously mentioned this 
service. Will post info to her for 
her to look at. (MR135)  
 
 
 
 
 
 
 
 
 
… or they needed childcare 
... then I would probably 
refer through to Brighter 
Futures because I know 
that they can fund 13 
weeks of childcare. (P7) 
 
 
 
 
 
 
 
 
 
They referred me to a 
baby massage course 
with the baby ...  and ... 
my older two were 
babysat. (Patricia) 
 
Education - 
other 
 
21 
Contraception (n=17) 
 
 
 
 
 
 
Other e.g. Signs of labour 
(n=4) 
Discussed contraception. 
(Client) not using any active 
method. Recommended that 
she go to Family Planning at 
(suburb). (Client) agreed. 
(MR005) 
 
Discussed “nesting behaviour”. 
(MR065) 
  
† clients received multiple interventions and individual interventions were used multiple times. 
‡ pseudonyms used. 
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Appendix 14: Ethics Approval 
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Appendix 15: Participant Information Sheet - 
PIMH Clinicians / Managers 
Locked Bag 1797 
Penrith South DC NSW 1797 
Australia 
 
 
Professor Virginia Schmied 
School of Nursing & Midwifery 
College of Health and Science 
v.schmied@uws.edu.au 
Ph 61-2- 9685 9505 
Fax 61-2- 9685 9835 
 
 
 
Perinatal Pathways: 
A study of a specialised integrated case management service for 
women at risk of poor perinatal mental health. 
 
INFORMATION FOR PIMH CLINICIANS / MANAGERS 
 
Introduction 
You are invited to take part in a research study about the process and impact of being 
a case manager with a perinatal and infant mental health service. In NSW it is routine 
to ask all women before and after birth about their social and emotional wellbeing. 
Women who identify as having some emotional or social difficulty at these times are 
often referred to a specialist perinatal and infant mental health service. 
The purpose of this study is to explore case managers' experiences of working in 
these specialised services, the interventions or treatments that are used, the 
outcomes for women and their infants at the end of the service use and how you work 
with other services. 
The study is being conducted within this institution by Associate Professor Virginia 
Schmied (University of Western Sydney), Professor Maree Johnson (University of 
Western Sydney), Associate Professor Michelle Cleary (University of Western 
Sydney) and PhD candidate Ms Karen Myors (University of Western Sydney).  
Study Procedures 
If you agree to participate in this study, you will be asked to sign the Participant 
Consent Form.  You will then be invited to participate in a face to face interview with 
the researcher. This will occur at a time and place convenient to you. The interview 
will involve a number of questions about your experience or perceptions of working in 
a perinatal and infant mental health service. The interview will take approximately 30 
to 60 minutes and with your permission will be audiotaped. 
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Risks 
Your participation in this study involves an interview with the researcher and it is not 
expected that this should cause you any discomfort. If you are uncomfortable being 
interviewed, remember that participation in this study is completely voluntary and you 
can withdraw at any time without any consequences. 
Benefits 
While we intend that this research study will help improve perinatal and infant mental 
health services and ultimately improve women’s experience of care during the 
perinatal period from conception to post delivery in the future, it may not be of direct 
benefit to you. 
Costs 
Participation in this study will not cost you anything, nor will you be paid. 
Voluntary Participation 
Participation in this study is entirely voluntary. You do not have to take part in it. If you 
do take part, you can withdraw at any time without having to give a reason.   
Confidentiality 
All the information collected from you for the study will be treated confidentially, and 
only the researchers named will have access to it. The study results may be presented 
at a conference or in a scientific publication, but individual participants will not be 
identifiable in such a presentation 
Further Information 
When you have read this information, Karen Myors will discuss it with you further and 
answer any questions you may have. If you would like to know more at any stage, 
please feel free to contact her on 0415 320 453. 
This information sheet is for you to keep. 
Ethics Approval and Complaints 
This study has been approved by the Ethics Review Committee (RPAH Zone) of the 
Sydney South West Area Health Service.  Any person with concerns or complaints 
about the conduct of this study should contact the Executive Officer on 02 9515 6766 
and quote protocol number X10-0343. 
 
Thank you for considering this invitation 
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Appendix 16: Consent Form - PIMH Clinicians / 
Managers 
Locked Bag 1797 
Penrith South DC NSW 1797 Australia 
 
 
Professor Virginia Schmied 
School of Nursing & Midwifery 
College of Health and Science 
v.schmied@uws.edu.au 
Ph 61-2- 9685 9505 
Fax 61-2- 9685 9835 
 
 
Perinatal Pathways: 
A study of a specialised integrated case management service for 
women at risk of poor perinatal mental health. 
 
CONSENT FORM FOR PIMH CLINICIANS / MANAGERS 
 
I, ...................................................................................................................... [name]  
of  
...................................................................................................................….[address]  
 
have read and understood the Information for Participants on the above named 
research study and have discussed the study with Ms Karen Myors. 
 
I have been made aware of the procedures involved in the study, including any known 
or expected inconvenience, risk, discomfort or potential side effect and of their 
implications as far as they are currently known by the researchers.  
 
I understand that the interview will be audiotaped, and I agree to this.  
 
I freely choose to participate in this study and understand that I can withdraw at any 
time.  
 
I also understand that the research study is strictly confidential.  
 
I hereby agree to participate in this research study.  
 
NAME: 
...................................................................................................................................... 
SIGNATURE: 
..................................................................................................................................... 
DATE: 
......................................................................................................................................  
NAME OF WITNESS: 
.....................................................................................................................................
SIGNATURE OF WITNESS: 
..................................................................................................................................... 
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Appendix 17: Participant Information Sheet -  
Key Stakeholders 
Locked Bag 1797 
Penrith South DC NSW 1797 Australia 
 
 
Professor Virginia Schmied 
School of Nursing & Midwifery 
College of Health and Science 
v.schmied@uws.edu.au 
Ph 61-2- 9685 9505 
Fax 61-2- 9685 9835 
 
 
 
Perinatal Pathways: 
A study of a specialised integrated case management service for 
women at risk of poor perinatal mental health. 
 
INFORMATION FOR KEY STAKEHOLDERS 
 
 
Introduction 
You are invited to take part in a research study about the process and impact of 
integrated perinatal and infant mental health services. In NSW it is routine to ask all 
women before and after birth about their social and emotional wellbeing. Women who 
identify as having some emotional or social difficulty at these times are often referred 
to a specialist perinatal and infant mental health service. 
The purpose of this study is to explore the experiences and perceptions of key 
stakeholders (who work with women in the antenatal period) working with these 
specialised integrated services. 
The study is being conducted within this institution by Associate Professor Virginia 
Schmied (University of Western Sydney), Professor Maree Johnson (University of 
Western Sydney), Associate Professor Michelle Cleary (University of Western 
Sydney) and PhD candidate Ms Karen Myors (University of Western Sydney).  
Study Procedures 
If you agree to participate in this study, you will be asked to sign the Participant 
Consent Form.  You will then be invited to participate in an interview with the 
researcher. This will occur at a time and place convenient to you. The interview will 
involve a number of questions about your experience or perceptions of perinatal and 
infant mental health services, will take approximately 50 to 60 minutes and will be 
audiotaped. 
 
Perinatal Pathways Information for Key Stakeholders, Version 2, December 2010  Page 1 of 2 
 
APPENDIX 17 
219 
 
Risks 
Your participation in this study involves attending an interview with the researcher. It 
is not expected that this should cause you any discomfort. If you are uncomfortable 
during the interview, remember that participation in this study is completely voluntary 
and you can withdraw at any time without any consequences.   
Benefits 
While we intend that this research study will help improve perinatal and infant mental 
health services and ultimately improve women’s experience of care during the 
perinatal period from conception to post delivery in the future, it may not be of direct 
benefit to you. 
Costs 
Participation in this study will not cost you anything, nor will you be paid. 
Voluntary Participation 
Participation in this study is entirely voluntary.  You do not have to take part in it. If 
you do take part, you can withdraw at any time without having to give a reason.   
Confidentiality 
All the information collected from you for the study will be treated confidentially, and 
only the researchers named will have access to it. The study results may be presented 
at a conference or in a scientific publication, but individual participants will not be 
identifiable in such a presentation. 
Further Information 
When you have read this information, Karen Myors will discuss it with you further and 
answer any questions you may have. If you would like to know more at any stage, 
please feel free to contact her on 0415 320 453. 
This information sheet is for you to keep. 
Ethics Approval and Complaints 
This study has been approved by the Ethics Review Committee (RPAH Zone) of the 
Sydney South West Area Health Service.  Any person with concerns or complaints 
about the conduct of this study should contact the Executive Officer on 02 9515 6766 
and quote protocol number X10-0343. 
Thank you for considering this invitation 
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Appendix 18: Consent Form - Key Stakeholders 
Locked Bag 1797 
Penrith South DC NSW 1797 Australia 
 
 
Professor Virginia Schmied 
School of Nursing & Midwifery 
College of Health and Science 
v.schmied@uws.edu.au 
Ph 61-2- 9685 9505 
Fax 61-2- 9685 9835 
 
Perinatal Pathways: 
A study of a specialised integrated case management service for 
women at risk of poor perinatal mental health. 
 
CONSENT FORM FOR KEY STAKEHOLDERS 
 
I, ....................................................................................................................... [name]  
of  
...................................................................................................................….[address]  
 
have read and understood the Information for Participants on the above named 
research study and have discussed the study with Ms Karen Myors. 
 
I have been made aware of the procedures involved in the study, including any known 
or expected inconvenience, risk, discomfort or potential side effect and of their 
implications as far as they are currently known by the researchers.  
 
I understand that the focus group discussion will be audiotaped, and I agree to this.  
 
I freely choose to participate in this study and understand that I can withdraw at any 
time.  
 
I also understand that the research study is strictly confidential.  
 
I hereby agree to participate in this research study.  
 
NAME: 
...................................................................................................................................... 
SIGNATURE: 
..................................................................................................................................... 
DATE: 
......................................................................................................................................  
NAME OF WITNESS: 
.................................................................................................................................... 
  
SIGNATURE OF WITNESS: 
.................................................................................................................................... 
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Appendix 19: Participant Information Sheet - 
Women Service-users 
Locked Bag 1797 
Penrith South DC NSW 1797 Australia 
 
Professor Virginia Schmied 
School of Nursing & Midwifery 
College of Health and Science 
v.schmied@uws.edu.au 
Ph 61-2- 9685 9505 
Fax 61-2- 9685 9835 
 
 
Perinatal Pathways Study 
 
INFORMATION FOR WOMEN 
Introduction 
You are invited to take part in a research study about the process and impact of being 
a client with a perinatal and infant mental health service. In NSW it is routine to ask 
all women before and after birth about their social and emotional wellbeing. Women 
who identify as having some emotional or social difficulty at these times are often 
referred to a specialist perinatal and infant mental health service. 
The purpose of this study is to explore women's experiences of these specialised 
services, the interventions or treatments that were used and the outcomes for women 
and their infants at the end of the service use. 
The study is being conducted within this institution by Professor Virginia Schmied 
(University of Western Sydney), Professor Maree Johnson (University of Western 
Sydney), Associate Professor Michelle Cleary (University of Western Sydney) and 
PhD candidate Ms Karen Myors (University of Western Sydney).  
Study Procedures 
If you agree to participate in this study, you will be asked to sign the Participant 
Consent Form. You will then be asked to:  
1.  Participate in an interview with the researcher. The interview will involve a 
 number of questions  about your experience or perceptions of the perinatal 
 and infant mental health service that you received. The interview will take 
 approximately 30 to 60 minutes and with your permission will be 
 audiotaped. This will occur at a time and place convenient to you. 
2.  Allow the researcher to review your medical record for the time you were a 
 client of the perinatal  and infant mental health service. 
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Risks 
Your participation in this study involves an interview with the researcher and a review 
of your medical records. It is not expected that this should cause you any discomfort. 
If you are uncomfortable being interviewed, remember that participation in this study 
is completely voluntary and you can withdraw at any time without any consequences. 
Should you experience any discomfort, a referral will be suggested for counselling 
through your local community health centre. 
In the event of any disclosed child protection concerns or illegal activity, the 
researcher is obligated to discuss this with the research team and make a report to 
the relevant authority. 
Benefits 
While we intend that this research study will improve perinatal and infant mental health 
services and ultimately improve other women’s experience of care during the perinatal 
period in the future, it may not be of direct benefit to you. 
Costs 
Participation in this study will not cost you anything. In recognition of your time, a 
Coles/Myer Gift Voucher will be provided after the interview with the researcher 
(voucher to the value of $20). 
Voluntary Participation 
Participation in this study is entirely voluntary. You do not have to take part in it. If you 
do take part, you can withdraw at any time without having to give a reason. Whatever 
your decision, please be assured that it will not affect your medical treatment or your 
relationship with the staff who are caring for you or who will care for you in the future. 
Confidentiality 
All the information collected from you and your medical records for the study will be 
treated confidentially, and only the researchers named above will have access to it. 
The study results may be presented at a conference or in a scientific publication, but 
individual participants will not be identifiable in such a presentation. 
Further Information 
When you have read this information, Karen Myors will discuss it with you further and 
answer any questions you may have. If you would like to know more at any stage, 
please feel free to contact her on 0415 320 453. 
This information sheet is for you to keep. 
Ethics Approval and Complaints 
This study has been approved by the Ethics Review Committee (RPAH Zone) of the 
Sydney South West Area Health Service.  Any person with concerns or complaints 
about the conduct of this study should contact the Executive Officer on 02 9515 6766 
and quote protocol number X10-0343. 
Thank you for considering this invitation 
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Appendix 20: Consent Form –  
Women Service-users 
Locked Bag 1797 
Penrith South DC NSW 1797 Australia 
  
 Professor Virginia Schmied 
School of Nursing & Midwifery 
College of Health and Science 
v.schmied@uws.edu.au 
Ph 61-2- 9685 9505 
Fax 61-2- 9685 9835 
 
 
Perinatal Pathways Study 
CONSENT FORM FOR WOMEN 
I, ....................................................................................................................... [name]  
of  
..................................................................................................................….[address]  
have read and understood the Information for Participants on the above named 
research study and have discussed the study with Ms Karen Myors. 
I have been made aware of the procedures involved in the study, including any known 
or expected inconvenience, risk, discomfort or potential side effect and of their 
implications as far as they are currently known by the researchers.  
I understand that the interview will be audiotaped, and I agree to this.  
I understand that my participation in this study will allow the researchers, as described 
in the Information for Participants, to have access to my medical record, and I agree 
to this.  
I freely choose to participate in this study and understand that I can withdraw at any 
time.  
I understand that the research study is strictly confidential, however, I also understand 
the investigators' obligation to report child protection concerns and details of illegal 
activity disclosed to them to the relevant authorities. 
I hereby agree to participate in this research study.  
NAME: 
...................................................................................................................................... 
SIGNATURE: 
..................................................................................................................................... 
DATE: 
......................................................................................................................................  
NAME OF WITNESS: 
.................................................................................................................................... 
SIGNATURE OF WITNESS: 
........................................................................................................................... 
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